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PERSONAL STUDY PLAN
Outline of Plan
PERSONAL STUDY PLAN
Name: ANTHONY LEO SCHWARTZ
Date of Registration: October 1997
Registration Number: 3716309
OVERALL AiMS AND OBJECTIVES:
To attain greater professional competence in order to enhance effectiveness and 
develop increased depth and focus on the contributions of clinical psychology to 
health care.
To produce a portfolio of academic study, clinical practice and research that will 
demonstrate increased competence in each of these three areas.
To proceed with a two year personal study programme to meet the professional 
needs and demands leading to examination for the award of a practitioner 
doctorate in clinical psychology.
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THE ACADEMIC DOSSIER
Aims:
• To enhance my knowledge in two specialist areas of clinical psychology.
• To improve my ability to critically evaluate the relationship between theory and 
empirical evidence.
• To draw on research evidence and theoretical knowledge in particular areas, 
so as to develop arguments to advance current academic thought in specific 
fields.
• To show a depth of knowledge of research and theory, and give evidence of 
independent, critical and analytical skills as well as evaluating evidence.
Objective:
To complete two critical reviews of the literature, each of 4 500 words:
Review 1 :
Psychological factors relating to treatment adherence in children with renal
disease
Review 2:
Psychological approaches to the identification and management of feeding
problems in children with chronic illness
Rationale:
• To broaden expertise in clinical psychology work in the field of paediatric 
health care.
• To facilitate improved working within paediatric liaison through professional 
practice being better informed as a result of deeper and focused academic 
knowledge.
• To examine approaches and theoretical frameworks relating to applications of 
child clinical psychology within paediatrics.
• To highlight possible uses and approaches within specialist areas for the 
treatment of young people with chronic conditions.
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Plan:
October 1997 Initial work on academic reviews and literature searches
November 1997 Reading and study on review one
January 1998 Initial draft of review one
February 1998 Reading and study on review two
April 1998 Initial draft of review two
June 1998 Revision of drafts of both reviews
July 1998 Production of final draft of both reviews
January-June 1999 Revisions and amendments to the reviews undertaken
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THE PROFESSIONAL DOSSIER
Aims:
• To demonstrate professional competence in a specialist area of clinical 
psychology, so as to develop services offered by clinical psychology as a 
profession.
• To enhance professional competence by critical reflection on theory and 
practice.
• To show professional, clinical and ethical practice in the use of psychological 
material, thought and technique.
Objective:
To produce a clinical dossier on the development and use of a programme 
offered by clinical psychology services to help staff to develop self-management 
skills and competencies to reduce stress. This will be in the area of service 
innovation in developing a programme for senior clinicians and managers to 
enhance their perceptions that they are able to manage stress, to identify 
counter-productive beliefs and behaviour patterns, and to use and practice 
specific coping strategies, initially this will be to develop a structured course with 
a clear psychological framework using imagery and visualisation to emphasise 
positive coping and to promote individual well-being. The course outlined will 
encompass issues of staff support, personal growth, enhanced coping skills, 
stress management, and increasing understanding and insight into personal 
behaviour patterns.
Title: The Evolution, Exposition and Evaluation of a Programme for Personal 
Development within the Workplace.
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Goals:
• To develop a structured workshop with a clear psychological framework using 
imagery and visualisation to emphasise self-management and positive coping 
to deal with stress.
• To meet the needs of staff to develop and manage the use of their skills within 
the working environment.
• To offer this workshop to senior practitioners and managers dealing with day- 
to-day stresses of staff management, organisational change and personal 
performance.
• To conduct an outcome evaluation using formal measures examining 
individuals’ perceived stress, work environment, and general self-awareness 
pre-, post and after a follow-up period.
• To gather participants’ views on the perceived usefulness of the programme 
for themselves (e.g. effect on their work practice, productivity etc.)
• To reflect critically on practice and to evaluate the programme and examine its 
usefulness in terms of the programme content, duration, and most suitable 
staff groups where this may be applied.
• To write this up as a critical examination of clinically applied work.
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Plan:
October 1997 Initial workshop run for World Mental Health Day
November 1997 Evaluation of initial workshop
December 1997 Revision, restructuring and planning for further workshops
January 1998 Contact, negotiation and agreement for further workshops
February 1998 Planning and resource development for workshops
April 1998 Workshops begin to be run in different settings
May-June 1998 Follow-up workshops and feedback
June-July 1998 Examination of initial feedback
January 1999 Revisions following examination of the programme
February 1999 Formal evaluation measures selected and agreement to
conduct further workshops
March -  May 1999 Conducting of four follow-up workshops and evaluations
June-July 1999 Report on the work and recommendations
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THE RESEARCH DOSSIER
Aims:
• To increase my research competence.
• To demonstrate my ability to design, execute and report an original piece of 
research that is worthy of publication.
• To demonstrate a well-founded knowledge of theory and research in the field.
• To provide evidence of independent, critical and analytical skills.
• To provide evidence of the abilities to select and use appropriate research 
methods and methods of data analysis in an original piece of work.
• To provide evidence of the ability to interpret empirical data appropriately.
Objectives:
• To produce a research dossier which will demonstrate research competence.
• To produce exploratory research which will present a contribution to 
knowledge in the area.
• The research will be in the area of paediatric clinical psychology, focusing on 
An Exploratory Study on Relationship Dimensions in Treatment Adherence in 
Adolescents with Chronic Renal Disease.
Rationale:
Research has focused on the demographic, individual, and psychological 
characteristics of non-adherence without really taking the context of the treatment 
and relationships into account. The focus away from ‘treatment adherence’ to 
‘therapeutic alliance’ has been emphasised in the trend towards consumerism in 
health services and regarding patient behaviour. Nevertheless, understanding the 
young person with a chronic illness within the system of health care, the reasons 
for non-adherence, and the personal and financial effects remains relatively 
uncharted territory.
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The present exploratory study is aimed at highlighting interrelationship factors as 
they affect adherence with treatment. It is meant to be a manageable study with 
clear practical benefits. The study has been undertaken over the past five years, 
initially under clinical psychology supervision through the University of London, 
with the initial intention of forming a Ph.D. dissertation with work at children’s 
hospitals in London, Birmingham and Liverpool.
How the following factors are linked with treatment adherence will be examined:
• Treatment and Family Environment Factors
Using formal measures:
Family Environment Scale 
Work Environment Scale
• Understanding of Treatment Concerns & Relationships
Using Semantic Differential Grid Comparisons 
Using Interview Methods
Emphasis is on exploring the match between the views of the child, parents and 
professional staff about illness and treatment. These views or cognitive maps will 
expose key elements of the individuals’ representations about illness and its 
treatment, using the framework of Personal Construct Psychology (Kelly, 1980). 
The hypothesis is that differences in the cognitive maps of these key participants 
will be associated with problems in adherence.
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Plan:
October 1997
December 1997 
February 1998 
February 1998 
April 1998 
July 1998 
August 1998 
September 1998 
January -  August 1999
Interviews and testing already completed 
Initial analysis of data
Further descriptive and quantitative analysis 
Review of supervision with Prof. Glenn Waller 
Presentation at a renal conference in Dublin 
Further analysis and writing up of preliminary work 
Writing up of the framework of the dissertation 
Initial draft of the dissertation 
Dissertation completed 
Revisions to the dossier undertaken
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ACADEMIC DOSSIER
Review 1 :
Psychological factors relating to treatment adherence in children with renal 
disease
Review 2:
Psychological approaches to the identification and management of feeding 
problems in children with chronic illness
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REVIEW 1
PSYCHOLOGICAL FACTORS RELATING TO TREATMENT
ADHERENCE IN CHILDREN WITH RENAL DISEASE
c
12
INTRODUCTION
Treatment adherence is a significant problem for individuals with chronic disease. The 
majority of studies on ‘compliance’ have focused on the individual factors, with 
assumptions that non-compliance is due to deficits, either in the patient or in the health 
professional. Examining predominantly ‘within-child’ or ‘within-professional’ 
characteristics, omits some external factors and links between them. Further 
examination of adherence in the context of inter-relationships between participants within 
the health care system is needed. In this review, the term ‘adherence’ will be 
emphasised, connoting a different conceptual framework from one of patient 
‘compliance’ to medical orders. Recent research emphasises the role of the family and 
the context of treatment, as well as interactions between individuals and systems. 
Before reviewing psychological factors associated with adherence, a brief outline of 
medical treatment options for young people with chronic renal disease will be outlined. 
Following this there will be a section on problems in definitions of adherence, and useful 
theoretical frameworks by which to examine adherence behaviours.
RENAL DISEASE
The incidence of renal failure in children is considered to be between four and 
sixteen per year per million child population (Donckerwolcke, Chantier & Broyer, 
1983). Young people with renal failure require ongoing medical treatments to 
maintain a relatively normal state of health. In common with other children with a 
chronic or life-threatening illness, this affects the whole family and impacts on their 
development. However, the child may not feel unwell until kidney function is almost 
non-existent, and at this point dialysis may be required to remove excess fluid and 
waste from the blood. This may be in the form of continuous ambulatory peritoneal 
dialysis, continuous cyclic peritoneal dialysis or the more intensive haemodialysis.
The treatment of renal failure requires a complex regimen. Along with dialysis, the 
child usually has dietary restrictions to maintain the potassium and phosphorous 
levels within limits, and in addition there are limitations on the amount of fluid taken. 
There are also several medications that are expected to be taken on a daily basis.
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Following kidney transplantation, a strict regime of immunosuppressive therapy 
needs to be maintained, which brings a variety of unpleasant side-effects some of 
which affect physical appearance and influence adherence.
DEFINITIONS AND CONCEPTS
Adherence has been conceptualised as being ‘behaviour in accordance with medical 
advice’, with the underlying assumption that following medical prescription leads to 
health improvement. In reviewing research on adherence it is clear that such a view 
neglects other participants’ perspectives (e.g. families). Advances in medicine often 
mean undertaking more complex treatment regimens (Bryon, 1998). In chronic 
illness, adherence problems are so frequent that they may be considered to be a 
normal response to the demands of illness and treatment (Fielding & Duff, 1999). 
Current literature focuses on negotiation, choice, and roles of patient and physician, 
and highlights methodological problems in research (Myers, 1998). For instance, 
there may be lack of precision about what exactly is being measured, adherence 
might be measured at a single point in time even within the context of chronic 
conditions, and research may be atheoretical. Conceptual confusion arises when 
health status is considered as synonymous with adherence, in the absence of a 
linear relationship of adherence and disease control. Irrespective of treatment 
complexity, adherence to prescription does not automatically mean improved 
outcome in terms of health or self-care behaviours. Health status does not reveal 
what a patient is doing to manage a particular disease on a daily basis (Johnson, 
1993). Nevertheless, in practice, ‘non-adherence’ connotes something akin to a 
behavioural disorder like ‘indirect self-destructive behaviour’, or ‘illness maintaining 
behaviour’ (Wolff, Strecker, Vester, Latta & Eh rich, 1998).
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PROBLEMS IN DEFINITIONS OF ADHERENCE 
Methodological Issues concerning measurement of adherence
A number of directly observable and indirect methods have been used to measure 
adherence, such as attendance at appointments, patient observation, pill counts, 
patient self-reports, medical judgement, and biological or biochemical measures 
(Myers & Midence, 1998).
Problems arise in obtaining accurate measures of adherence behaviours. This is 
further complicated in medical conditions such as renal disease and diabetes, where 
the treatment regime is complex (e.g., requiring glucose testing, medication, exercise 
and diet). However, Glasgow, McCaul and Schafer (1987) found few strong 
relationships between adherence in different areas of the regimen. Further 
measurement difficulties arise since different treatment regimens may be prescribed 
for individuals with the same disease. One approach to defining adherence involves 
combining multiple indicators (e.g. completing self-monitoring charts, performing 
specific tasks, taking medication) into an overall index of adherence. Adherence 
behaviour may also be viewed in a categorical manner with specific criteria or cut-off 
scores for successful adherence. Studies have used such criteria to define groups of 
‘adherent’ or ‘non-adherent’ patients, or patients with ‘poor’, ‘moderate’ and ‘good’ 
adherence (La Greca & Schumann, 1995). Another approach views adherence on a 
continuum, recognising that cut-off scores are arbitrary, and what constitutes an 
adequate level of adherence is unclear. This approach means adherence rates can 
be calculated for different aspects of a treatment regimen, based on the health care 
behaviours undertaken.
Adherence and health status
Leventhal (1993) acknowledges the uncertain link between adherence and outcome. 
Even when treatment is appropriate, the patient may find it difficult to execute the 
desired behaviour in his or her environment. A representation of the relationship 
between adherence and health status is given in Figure 1. Outcomes represented by 
cells ‘a’ and ‘d’ provide information that supports becoming and remaining adherent.
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Outcomes represented by cells ‘b* and ‘c’ contradict becoming and remaining 
adherent. When considering a continuum of adherence behaviour, complex 
treatment where there may be adherence with part of the regimen, and clinical 
situations where there is rarely either 'good' or ‘bad’ adherence, this representation is 
too simplistic.
Achievement of Therapeutic Goal 
Patient Gets / Stays Well 
YES NO
YES
Patient
Adheres
NO
Figure 1: Relationships between adherence and health status or outcome
Adapted from Sackett and Haynes (1976), Leventhal (1993) and Rudd (1993)
Equating adherence with health status results in a conceptual confounding of terms 
that prevents the exploration of adherence-related behaviours. Johnson (1993) 
suggests that by not conducting an objective assessment of the patients’ medical 
regimen adherence behaviours, physicians may blame patients whose health is 
deteriorating. Whereas non-adherence may render an effective medical regimen 
ineffective, even perfect adherence will not make an ineffective medical regimen 
effective.
THEORETICAL FRAMEWORKS
Theoretical frameworks may be divided into models for therapeutic working practice, 
and conceptual models. Models influencing practice include those that emphasise 
individual psychological development such as the psychodynamic, humanistic, 
cognitive-behavioural, and family or systemic models. Some conceptual explanatory 
models that are relevant to adherence help focus theoretical understanding and
16
Cell 'a' Cell ‘b’
Cell 'c' Cell 'd'
research (see Table 1), although no single model fully explains specific adherence 
behaviours or is universally valid.
Table 1: Conceptual Models Relating to Adherence Behaviour
Type of Model
Model Authors
Social Cognition Models •  Health Belief Model
•  Theory of Reasoned 
Action
•  Theory of Planned 
Behaviour
Becker & Maiman 
(1975)
Ajzen & Fishbein 
(1980)
Ajzen (1985)
Stage Models •  Transtheoretical 
Model or Stages of 
Change Model
•  Health Action 
Process Approach
Proshaska & 
DiClementi (1983)
Schwarzer (1992)
Self-Regulatory Model e Self-Regulatory 
Model of Illness
Leventhal et al., 
(1980)
Biopsychosocial Model • Stress and Coping 
Model
Moos (1985, 1995)
Whilst conceptual models contribute to our understanding of the psychology of 
adherence, they do not suggest where clinical psychologists should intervene to 
facilitate adherence. Evaluation of effective interventions based on theoretical 
frameworks remains a challenge for future adherence research (Horne & Weinman, 
1998). Earlier models viewing adherence as obedience to authority, have been 
replaced by more elaborate cognitive-behavioural models examining personal and 
situational factors. Models examining both the self-regulation and person- 
environment 'fit' seem to indicate a new direction in research (Leventhal, 1993;
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Moos, 1985, 1995). Research has shown that it is difficult to attribute specific 
individual factors as determinants of adherence behaviours in a consistent manner. 
In addition there is a complexity of beliefs, cognitions and motivation to adhere. In 
view of these two points, the review will focus on the major models that consider 
individual and environmental factors.
The biopsychosocial orientation involves an interdisciplinary systems approach to 
health and provides a contextual, multicausal conceptual framework. Moos (1985, 
1995) presents such a conceptual framework that incorporates individual and 
systemic factors in considering various aspects of illness (e.g. personal, 
environmental and illness-related factors). In addition, the model proposes links with 
the health care system. Integrated systems approaches are complex, but provide a 
realistic perspective that can inform researchers and clinicians about the 
determinants and effects of psychosocial factors.
Illness-Related Factors
(Progression and Stage)
Illness Related Factors
(as Outcome criteria)
Personal System
(Demographic factors, 
cognitive and coping 
styles)
Personal System
(with Health-related 
outcome criteria)
(Life stressors, social 
network resources)
Environmental System
(with Social network 
resources as outcome 
criteria)
Environmental System
(Program 
components 
and program 
quality)
System
Care
Health
Figure 2: Conceptual framework including individual and system factors 
(Moos, 1985)
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In the Self-regulation Model (Leventhal, 1993) the patient is conceptualised as an 
active problem-solver whose views need to be examined. The manner in which a 
person moves from a current health state to an ideal state of health is linked to: the 
patient’s representation of the health threat (causes and consequences), the manner 
in which they deal with the threat (action), and their appraisal of how effective their 
coping efforts have been (feedback). Leventhal (1993) proposes that internal and 
external stimuli are processed at a cognitive and emotional level, and that there is 
interaction between the processes of representation, coping and appraisal (Figure 3). 
It emphasises the dynamic process of cognition, emotion and behaviour based on 
feedback, with the individual’s cognitive representation of the health threat as a key 
determinant of the individual’s behaviour.
Schema
Abstract
Concrete
Situational Stimuli 
(Inner /  Outer)
Schema
Abstract
Concrete
Representation Coping Appraisal
of danger Procedures
x tRepresentation Coping Appraisal
of fear Procedures — ►
Figure 3: The Self-Regulatory Model (Leventhal, 1993)
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Applying the self-regulatory model to adherence acknowledges the multifaceted 
nature of these problems and their interaction, yet highlights the role of individual 
cognition, emotion and appraisal in managing and maintaining health behaviours over 
time. Reviewing adherence studies, Leventhal (1993) suggests that examining an 
individual’s view of health problems may be important for enhancing adherence for 
three reasons: (a) the individual’s representation of a health problem may differ from 
that of the professional, (b) the individual’s cognitive and experiential representation 
of a problem shapes actions by setting goals, and (c) motivation to act in a specific 
manner is affected by feedback regarding actions and perceived ability.
The Health Belief Model (Becker & Maiman, 1980; Cummings, Becker, Kirscht & 
Levin, 1982), has been applied to children (lannotti & Bush, 1993). It proposes that 
health behaviour results from personal beliefs about the threat of the disease, and an 
assessment of the risks and benefits of the prescribed action. The perception of 
threat relates to perceived seriousness and susceptibility to the illness. The individual 
weighs up the benefits of the behaviour against the barriers to the action. A particular 
stimulus or ‘cue to action’ is then postulated to trigger the behaviour. In contrast to 
the self-regulatory model, the health belief model simplifies health related cognitions 
into broad constructs such as ‘barriers’ and 'benefits’. A further theoretical 
framework, The Theory of Reasoned Action (Ajzen & Fishbein, 1980), proposes that 
behaviour results from a conscious intention to act, with additional influence from 
important reference groups (e.g. peers). The challenge in using these theoretical 
models rests on balancing apparently opposing frameworks, i.e. the individual 
approach, versus wider systemic approaches.
Karoly (1993) asserts that theory building, research, assessment and clinical
applications have been constrained by adherence investigations tending to be: (a)
unidimensional, (b) practitioner centred, (c) reductionistic, (d) stability oriented, and
(e) amotivational. He presents a meta-analytic model suggesting adherence is
viewed in terms of three levels of explanation (a) componential (mechanisms by
which the individual manages the medical regimen), (b) contextual (cognitive
functions that are influenced by situational conditions), and (c) experiential (the
20
processes involved in adherence behaviour). This meta-analytic approach provides a 
new way for categorising adherence research, within which more systematic 
research may be conducted. This links with conceptualising adherence as a multi­
dimensional construct for investigators to measure consistently, thereby insuring 
comparability of studies’ results (Krasnegor, 1993).
PSYCHOLOGICAL AND SOCIAL INFLUENCES IN ADHERENCE
Theory and research form the basis for examining the young person’s experience of 
living with renal disease, and various psychological approaches may be useful in 
attempting to more fully comprehend the child’s situation. Psychological working may 
be in the form of counselling or psychotherapy, using any of a number of theoretical 
perspectives. Taking the position that a person has specific expertise concerning his 
or her own situation, Ravenette (1980) suggests ways of approaching the child’s 
views, based on Personal Construct Psychology (Kelly, 1955). Research exploring 
adherence has started to examine adherence from the adolescents’ perspective 
(Wolff et al., 1998), and Gallo, Schultz and Breitmayer (1992) emphasise the 
importance of incorporating adolescents’ views, language and definitions that can 
then be used by the health care professionals. Perceptions of other participants in 
treatment and how these may or may not be similar (e.g. views of parents, doctors 
and nurses) have also been explored (Knafl, Breitmeyer, Gallo & Zoeller; Marteau, 
Johnson, Baum & Bloch, 1987; Wagner, 1996). Table 2 summarises some of the 
major studies examining adherence from participants’ perspectives, which will be 
discussed in the following section.
21
Ma
jor
 S
tu
die
s 
ex
am
ini
ng
 
Ad
he
re
nc
e 
fro
m 
the
 
Pa
tie
nt
's 
Pe
rs
pe
ct
iv
e s
IO
ill
i l l
f s lill
c  ft)
I fX)
I I
<0 TJ
II
II
If
!
2 3 O
ft) § C JC ft) ft) 0>X)
d).î2
À f
s i
•II2-2
S S
II
!s
Î1
11
1  !  
aa
II
0) ft)
pft) M—O) o
I t
ft) £  
<  to
J5
I
a
CD
to
c
s
f l
i
I!
If
ft
to
Q -= 2  0-2
tu
I
fii
II 
ft) ft) -C x:
5  ‘§\g>
iIHi!
ii
8s
2 EIf
I-0  CD
1
O) 1
III
§ 0 -0  
iflito
aI .§di di
o>
«
n  
Ü
x:
to 
w ro
ft)
O
I
i
o
8
12
O)e
S
ëi
I
I
30
1 
fQ.
2
od
<dJZ
l iII
it<0 fe0)1
ft)
g
I
00
ft) c
L L  
ft)
||
?
01 ill
CD
11
U 1 O  CL TO
O
-  k
I I
■O
CD 
TO
i§
I
IQi
<M
CM
iI
II O oII
g  ™
ë l
H
8
I
1
2
I
E
<D
II
O)
|§
CD
Si
0  —
|i|^  
« o ' *  <0 S g
lit
i
O)C
I
i f
E P
p
il
c
0
iltzO O)
II
II
f g
IS
g
i
E v)
i l
ï îp
0)0 
-o  0  
iF o
fil
111
« i
flS
us
ilT- L_
i a
h- 0
1” 
0  
c
*oc
0
ia
"o O)
rl
0- î2Ü
III
O 
0
! . .  
SIO oj
ill
0  0  "O
8Ï|
ill
îX) g
II
IISE
Ü
2  ”
0  2  x: 3
O I
f î tîpMi
III
g
g? §g
CZ) .5
il
IIS■s ”'S 
2 g 2
Ils
0  C 0
E 2  E
"O
C C  
0  Q. 0là
O) «
=11
c o o 
111
» al
i
i l !
ï îSi
0 0
i
2
0
C
0
3
O"
t I
111 
I 3  OJ
s  . i ë ■§ a
V) 0  
8
IS0 x:
S i
E c 
0 0 
Q- E
II
CD
II
2
L X3
O S' 
0
III 
III
0
I
1
8
C
Ô
■S'i
CD
C
0
1
O
0
0
S
3
a -
| g< 'T*
ï l - i
g s  i l
i i  8 e 
B S â i
I I I I
I 
0 
0  a §> 8
te s  |  
a ï sE|ii
0 m 0m
•Oc
0il
0ri0
8
ô) 0)2
0
ii
0  
0il
i
a|f
0  0  .9 - 
o 0
iiiî
f
LU
odg,
il
i
i' 0I!
s
Eo
JC
c
II
g s
ro b
S S 
1
roCX]
Iïl
fill
I 111
C  -Q  -O  CO
IIII
I
>» 0 I 2
V) 0  
H  CO
•oC 0 O 0
li
*2 I
3  CO 
■Q 0
1 1
Is
11 
S 8
I!
^  O)
E 2  
■35 ê-
II
e I I *3 tz 
0
g
a l
IIII
Ilf
Iffc
0
a
*0 0 >X 3
2?
I!O) 0
PÏ
III
c
.20Q.
0x:
o
c0
>O)
>%
c 0o to■O 3c c0 0
2  4=
a "U0 cc 0
2  o)
i l
II
i i
liIi
1
A
8O'
0
E
æ
E 
45 
0 
£  
o
E 00 XIxa —
II
II
0
1 = 8
III 
" 8 |
ii 
0 0
!3
O
Inif 
0 C
O)
O 0 x:
Ë !
I  a
II
0
1ifit
IIQ.XJ
42
S i c o eII 0 » s  
z  S z  42,
42o  c _
r- 0 O II 0 II 45
Z S z  42,
g
Io
0
I
o
0 0
2
S e e
X3 C
0 
0 
2
l i
o S
I I IIillj!tas1 Ii!irO 0 I
0
H
0 - 0  =0 V) 
0 0 °
00 $2 £  0 0 ^  
a i g g S S :
E g
CM
I
E
<D
SZ
%
CO
1JO
2
CL
o f  
■o „
II
.5 c
II
liH
i|
III
1111
ô  §
I
3I
0)
•gill I
|§ O  <d
i l  11
ii0) 73 
Q. <0
I ' 5! s
|1
E l
I I
I
P  i -
illQ> m
li
8 § 
■o C
o
CD <D ‘Sf
CD CD P
S7 3  <D C J3
III
i f0) CD
p
g  2
P  CD
II
O )c
c
1
CO
E
2
g
jo
2  -g
i
ii
II
If
lié
III§35
O CCO
|i
73 SZ
8 f  
1
•*£  C
iir- 73
i ï  e
I!
Ill
o>
T™
i i
z
CO
O
CO 
0
i l
of
c  3
II
CD CD
If
CD
1L
III i
8
i l l
o o§0o S »
CO
» llO  CO 0  CO
I*
o i-§ "
3 S S
O )
CO CO
0 
U= 00
§
li
8
I l f
s
73
!
73 CO 
1!
LQ
CM
Ta
ble
 
2
THE HEALTH-CARE SYSTEM: PARTICIPATION AND ADHERENCE
Research has revealed correlations between non-adherence and characteristics 
of young people and families (Brownbridge & Fielding, 1994; Davis, Tucker & 
Fennell, 1996; Korsch, Fine & Negrete, 1978), as well as a range of other factors 
that contribute to non-adherence, such as disease and treatment factors, inter- 
relational factors and systemic factors (Masden, 1992; Meichenbaum & Turk, 
1978; Wolff, Theilen & Ehrich, 1992; Wolff et al., 1998). The studies presented in 
Table 2 are discussed below.
The Patient
Considering the methodological difficulties associated with research in treatment 
adherence it is not surprising that studies examining the views of participants 
regarding adherence are limited. However, Wolff et al., (1998) used a semi­
structured interview structure to explore individuals’ views on adherence in renal 
disease. In a study of 85 adolescents the following aspects of non-adherence 
were highlighted as problems for a percentage of the sample: medication (69%), 
fluid intake (55%), blood pressure, urine volume and weight (39%), and keeping 
appointments (19%). This study reveals difficulties for both those on dialysis and 
for patients following renal transplantation. These problems involve dietary 
constraints, fluid intake restrictions, taking various medications, and dialysis 
treatment itself. Other problems include the frustration of having the illness, 
limitations it imposes in terms of family and social activities, the time-consuming 
nature of treatments, travelling to and from hospital for dialysis, periods away 
from school, worry about accessing the fistula (and the need for repeated 
needling, which can lead to conditioned anxiety states), as well as the side-effects 
of dialysis. These situations stretch the individual’s resources for sticking to the 
treatment regime. Taking these features into consideration, we might conclude 
that non-adherence with onerous treatment is understandable and not 
preventable.
Of note in this study, are the reasons the patients give for non-adherence that are 
linked to inter-relationship or systemic factors. These include ‘insufficient
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information’, ‘health care providers having given up on the patients’, ‘lack of 
communication about non-adherence’, as well as ‘lack of time of health care 
providers’, ‘feeling dependent, powerless or lacking in influence*. These patients’ 
perceptions are subjective, and reflect a dimension that is difficult for patients to 
articulate and hard for researchers to quantify. As a result, this study has used a 
qualitative approach examining patients’ statements during interviews, which has 
some drawbacks. For instance, it is not clear precisely how the data were 
analysed apart from being examined according to four categories in line with the 
Multi-dimensional Model of Illness Behaviour (Wolff et al., 1992). Issues of prior 
knowledge of the patient in addition to methodological issues such as pre­
selection need to be taken into account, nevertheless the study has a relatively 
large sample size for the given population, and shows areas for further 
exploration.
Examining objective indices of adherence (e.g. cyclosporine levels in patients 
who have had renal transplants) confirms that adherence with medication is a 
problem. Blowey, Hebert, Arbus, Pool, Korus & Koren (1997) in their study of 19 
patients showed that 21% of patients took less than 80% of the prescribed doses, 
and 26% took ‘drug holidays’ involving the loss of three or more consecutive 
doses. This study used as indicators of non-adherence levels of cyclosporine as 
well as medication ingestion as measured by electronically monitored medicine 
bottles. Patients were also rated on their adherence by the staff. Of the four 
patients determined to be non-adherent by the electronic medication monitoring, 
two were not identified by staff, one adherent patient was rated by nurses as non­
adherent; and four adherent patients were rated as non-adherent by physicians. 
However, methodological problems (particularly small sample size and adherence 
indicators) reduce the weight that can be attached to this study. The authors 
admit that cyclosporine compliance may not be a reliable marker for other non- 
compliant behaviour, and furthermore suggest that due to the relatively short half- 
life of the medication, therapeutic monitoring gives limited information about drug 
ingestion over longer than the preceding couple of days. The authors suggest 
that despite educational strategies aimed at improving adherence, non-adherence
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remains a significant problem. Taking this into account, interventions to modify 
difficulties associated with adherence problems need to be refined, with useful 
suggestions in therapeutic literature (Korniewicz & O’Brien, 1994; Kuttner, 1989; 
Mauksch & Roesler, 1990; Rissman & Rissman, 1987). Interventions include 
educative approaches, support and supervision, and behavioural interventions 
such as anxiety management. Magrab and Papadopoulou (1977) report on the 
successful use of a token economy to improve dietary adherence for children on 
haemodialysis. In this behavioural approach using multiple single case studies, 
the behaviours to be modified were targeted and reinforced through a clearly 
focused programme. Success was shown in reducing weight gain between 
dialysis sessions by 45%. However, the use of this type of behavioural method 
has not been documented further, despite the number of self-care behaviours to 
be executed in complex treatment regimens.
The Professional
It is acknowledged that health care professionals too, are affected by and affect 
treatment adherence. Failure to adhere to treatment regimes can lead to powerful 
feelings arising between the carer and patient. However, Main (1957), in an early 
paper on adherence commented that: “When a patient gets better it is a most 
reassuring event for his doctor or nurse” (p. 129). He noted the existence of 
frustration and ambivalence towards the patient who does not get better, and 
examined the role of both patient and staff, showing that the patient’s anger at 
loss of mastery, can result in the fostering of feelings of helplessness among 
staff. Attempts to overcome such feelings may result in staff becoming more 
controlling and attempting to enforce a treatment plan, with a vicious cycle of 
decreased co-operation and increased discord.
Conflict over issues of control between nurses and patients has been described 
by Montemuro, Martin, Jakobson, Mohide, Beecroft, Porterfield & Ollinger (1994). 
The study arose as a result of nurses’ involvement with haemodialysis patients. 
The feelings of helplessness in nursing staff lead to nurses becoming more 
controlling. These researchers developed a questionnaire examining current level
28
of control over the haemodialysis process from the patients' and nurses’ 
perspectives. The survey of 47 patients and 32 staff showed that, although 
mutual participation of nurses and patients was the unit’s espoused working 
model, patients desired more control (e.g. regarding scheduling of dialysis). 
Patients wanted more control over non-technical aspects of (e.g. pharmacy 
supplies, self-care information) and were content to have less control over the 
technical aspects of care (e.g. access site preparation, ultrafiltration). Barriers to 
patient control were found to be patient focused (lack of knowledge, 
assertiveness and health status) as well as system focused (busyness, rules, 
attitudes and communication). Discrepant perceptions might mean that 
communication is not clear, and the authors suggest nurses be encouraged to 
listen carefully and take into account the needs, wishes and abilities of their 
patients. This study confirms the gap between patient and nurse perceptions and 
recommends understanding what patients consider important (i.e. non-technical 
control over their care). Unfortunately the study used a questionnaire based on 
nurses’ views, and substantiated the qualitative finding by a content analysis of 
verbatim responses to questions regarding barriers to control. It would have been 
useful to examine responses had the patients also been asked what factors 
facilitated control.
The Family
Brownbridge and Fielding (1994) found low treatment adherence associated with 
poor adjustment to diagnosis and dialysis by children and parents. In addition, 
they found anxiety and depression to be correlated with poor adjustment, as was 
the duration of dialysis. Low family socio-economic status and family structure 
(where the child was not living with both natural parents) also correlated with poor 
adherence. These findings demonstrate the importance of providing psychosocial 
support to children on dialysis and their families, as a part of a package of general 
health care. They suggest that psychosocial intervention may be useful in 
improving adherence with treatment regimes.
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Family factors in adolescents were investigated by Korsche, Fine and Negrete 
(1978) who found family factors such as fatherless households, communication 
difficulties and low income as well as communication problems with the medical 
team were associated with non-adherence after transplantation. However, the 
existence of psychological problems may predate renal failure, which has 
implications for a comprehensive psychological assessment to be undertaken 
alongside initial medical investigations. Results of psychological assessment 
undertaken at this juncture might indicate which families could most benefit from 
psychological assistance. This study, whilst not imputing blame and causality, 
raises the issue of factors that may be mutually influencing within the child, family 
and treatment contexts.
The Family Adjustment and Adaptation Response (Patterson, 1988) can be 
applied to renal disease. This framework views the impact of chronic conditions 
on the family, examining the resources, coping behaviours, and meanings in the 
family that facilitate successful adaptation. Treatment regimens may be seen as 
demands placing the family under stress. Nevertheless, Patterson points out that 
there has been a disproportionate emphasis in the research on how chronic 
conditions create dysfunction in families. She highlights how the family system 
endeavours to maintain balanced functioning despite the demands placed on it. 
This framework does not directly address how the family adjusts to the sharing of 
treatment tasks nor speculate about the parent-child interactions around 
adherence with treatment tasks, and it is not process orientated. However, in 
renal disease the family’s functioning over time (as the family goes through cycles 
of adjustment, crisis, and adaptation) could be examined using this framework.
The views which different members of the family have about the illness, its 
effects, and ways of executing the treatment regimes are relevant; so too is the 
treatment context and the views of the professionals. Wright, Brownbridge, 
Fielding and Stratton (1990) in their study of family attributions found that parents 
of less well-adjusted patients showed greater discrepancies in their causal 
beliefs, and the patient was blamed to a greater extent. The appeal is made to
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stop assuming that it is always the patient who is to blame, and to explore the 
context in which non-adherence occur (Rissman & Rissman, 1987). Caution is 
also necessary when making the assumption that it is solely the professionals’ 
responsibility. As Wolff et al. (1998) show in their study on non-adherence in 
adolescents, selective attribution of blame appears to be too reductive as it 
neglects patients’ and professionals’ experiential and well as inter-relational and 
systemic factors contributing to non-adherence.
The Adolescent Peer Group
Certain life stages (e.g. adolescence) are likely to offer specific challenges. 
Brownbridge and Fielding (1994) showed that adolescents tended to show poorer 
adherence than younger children, and Shulman and Rubinroit (1987) see the 
adolescent with renal disease as being tied to a medical routine which interferes 
with common age-related activities. Adherence to treatment may become a 
battleground between parents and the adolescent (Frey, 1984). Attempts to 
enhance a sense of self-esteem and to foster peer relationships through 
establishing support groups of young people in similar circumstances have been 
reported (Gorynski & Knight, 1992). Social support in such groups is reported as 
resulting in the group acting as a spur to action, with youngsters from the group 
making contact with other patients, thereby giving themselves a sense of 
accomplishment. Unfortunately the authors did not institute rigorous methods of 
evaluation; self-esteem was not measured before and after the group, and there 
were no other comparisons.
The Health Care Team
Factors associated with working in teams have been the focus of studies in 
organisational psychology, but there have been few papers concerning practical 
working in the field of renal work. There is limited exploration of team dynamics 
influencing patients’ adherence (Kaplan De-Nour & Czaczkes, 1974; Winkley,
1990), with literature usually outlining functions of a multi-disciplinary paediatric 
renal team (Collier & Watson, 1994), describing collaboration between a nursing 
sister and social worker (McLoughlin & Hawkins, 1994), or examining the role of a
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psychiatrist as consultant to a renal team (Stewart, 1983). The study by Kaplan 
De-Nour and Czaczkes (1974) was based on a small sample yet it shows that 
where there is a clear and realistic team opinion, patients adhere to treatment 
better. This reinforces the claim of Marteau et al., (1987) that when patients and 
physicians jointly establish clear goals adherence is improved. In their study 
comparison was made of the goals of doctors and those of parents in treating 
children with diabetes, and showed that the goals are not always shared. Doctors 
and parents agreed only on what constituted poor diabetic control, with no 
agreement on what constituted ‘fair’, ‘good’, or ‘excellent’ control. It was not 
possible in this cross-sectional study to impute a causal relationship between the 
parents having a goal and diabetic control, although research points to the fact 
that goals may act as motivators in treatment (Karoly, 1993). Altschuler, Black, 
Trompeter, Fitzpatrick & Peto (1991) in an exploratory study, propose that 
adolescents’ treatment goals are influenced by the relationship between parents 
and professionals, leaving the adolescent ambivalent about treatment and caught 
in the cross-fire. It might have been useful to examine these underlying dynamics 
further, in order to examine the influence of disagreements or conflict on 
adherence.
In order to understand the many influences on treatment adherence, it might be 
helpful to adopt a reflective stance and examine these influences using an 
alternative model. Wolff, Theilen and Ehrich (1992) propose a model that 
attempts to link the external and internal factors.
Multidimensional Model of Illness Behaviour
This model extends the previous frameworks, by taking four levels or dimensions 
into consideration. The suggestion is made that the larger picture contains more 
relevant information upon which research and treatment studies can be based. 
The model can be described as one that offers a more complete view of the 
factors by which treatment adherence can be examined and understood. 
However, it is also important to be able to break down information into 
manageable chunks, rather than attempting to undertake studies that link the
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dimensions in an unfocused manner. As such, the model might simply provide 
another framework within which separate studies could be placed.
View from the Outside 
The observable behaviour.
View from the inside
The patients'/families’ emotional conditions, their feelings and 
subjective interpretations, which influence behaviour. 
Inter-relational View
Influence of interrelations between patients/families and health 
care providers on feelings/behaviour.
Systemic View
Influence of systemic conditions on the interrelations between 
patients/families and health care providers.
Figure 4: The Multidimensional Model of Illness Behaviour
This multidimensional working model represents a structural overview, which may 
be examined with reference to theoretical models presented in table 1. The 
conceptual models (aside from the biopsychosocial model of Moos (1985, 1995) 
tap into the first two levels or dimensions (i.e. inside and outside), focusing on the 
individual and the development or maintenance of adherence. The 
multidimensional model adds to this and challenges conceptual models to further 
examine contextual variables. Using this model to examine the emotional impact 
of chronic renal failure, highlights cumulative and interactional effects of the 
illness and treatment (Wolff et al., 1996).
Adherence as a Multifactorial Concept
The studies presented in table 2 reveal major influences on treatment adherence 
relating to individual and systemic factors. Brownbridge and Fielding (1994) 
affirm that psychosocial factors are important because of their likely impact on the 
child's adherence to medical treatment regimes and, therefore, on the child’s 
physical health. A recent framework (Fielding & Duff, 1999) incorporates
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individual, family, health care provider, illness factors, as well as social and 
material resources that affect treatment adherence (see Figure 5).
HEALTH CARE PROVIDER
Poor communication
Conflicting goals
INDIVIDUAL
RESOURCES
Psychological 
distress
Avoidant
coping
INDIVIDUAL FACTORS
Lack of knowledge 
Poor skills
Developmental stage
ILLNESS/TREATMENT
FACTORS
Complexity of regimen 
Duration of illness
SOCIAL
AND
MATERIAL
RESOURCES
Lack of 
social support
Limited problem solving
Adherence to 
medical regimen
Regulatory
behaviour
Barriers
Financial
constraints
Lack of cohesion 
Poor communication
FAMILY FACTORS
Figure 5: Factors affecting treatment adherence (Fielding & Duff, 1999)
Although numerous factors may affect treatment adherence, the research has 
shown the major factors to be: Health care provider factors, family factors, 
individual factors and resources, illness and treatment factors, and social and 
material resources. These factors may also be depicted as mutually affecting 
each other, since at another level, a complex web of links, and processes of 
feedback and feedforward occur (Karoly, 1993). Taking the systemic models into 
consideration as well as the factors represented above, factors may be shown as 
mutually influencing each other, not only affecting the behaviours cited. 
Therefore, Figure 6 presents the complexity of the potential web of mutually
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influencing factors, and subsumes adherence to medical regimen, regulatory 
behaviour and barriers under the title ‘adherence behaviours’.
Health Care Providiir Factors Indivic ual Factors
Individual Resource is Illness / Treatment 
Facto* s
Famil / Factors Social and Material 
Resow rces
ADHERENCE BEHAVIOURS
Figure 6: Mutually influencing network of factors affecting adherence
Reciprocal influences exist, and factors operate at different levels, for instance 
the effects of a child’s chronic illness are mutually interactive and can upset the 
'psychosocial metabolism’ of the entire family (Rothenberg, 1982, Sholevar & 
Perkel, 1990). The individual with renal disease is considered to be affected on 
different levels; the level of the physical being, psychological being, and socio- 
behavioural being (Basch, Brown & Cantor, 1981).
General Systems Theory
Christ (1982) looks at 'dis-synchrony' of coping across children, families, and the 
treating staff:
“‘Dis-synchrony’ in coping refers to an occurrence at different points in 
time of unevenness in specific cognitive appraisals or affective states of 
parent and patient, parent and parent, patient and sibling, and patient, 
family and staff.” (p. 85)
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In this article, Christ acknowledges that there are different representations for 
each of the participants in terms of goals, values and coping style. What seems 
to be missing (a step she does not take) is the consideration of links between dis- 
synchrony and the repercussions or effects that such dis-synchrony may have on 
adherence. Research supports the view that difficulties in treatment arise where 
the beliefs and goals of family and the health-care provider are different (Marteau 
et al., 1987; Masden, 1992), and looks at non-adherence within a "context of 
interactions between the patient, family and provider, rather than as a 
characteristic of the patient, family, or provider" (Masden, 1992, p. 366).
An underlying notion here is that of co-evolution within the context of treatment 
between the patient, family, providers and illness. A useful paradigm is that of 
General Systems Theory, can be applied to chronic or life-threatening illness. 
Lindeggerand Bosman (1990, pp. 33-34) consider that:
“As the patient interacts with other people, many of them become an 
integral part of the illness system, being affected by and in turn affecting 
the illness. This is the phenomenon of co-evolution discussed above. 
The personal components most importantly and commonly include the 
patient, the family and the treatment agency, although other people and 
groups might also be involved. The disease might be regarded as a 
participant in this interaction as it is commonly treated in a personified 
fashion by patients and their families. From a General Systems Theory 
viewpoint, the chronic illness must be seen as the system involving all 
these players, with their various interactions.”
Within this framework it is understandable not to simply observe the patient and 
the role they play in treatment adherence, but also to include in the field of 
observation the family and professional staff.
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CONCLUSION
This review has examined current research on adherence in paediatric renal 
disease and its treatment. It can be seen that the literature on non-adherence to 
treatments in renal disease identifies this to be a problem for people at all stages 
in treatment (Collier & Watson, 1994). Interventions for adherence problems need 
to be based on theoretical and research foundations. It should be acknowledged 
that there are many difficulties in conducting research on this topic (Krasnegor, 
Epstein, Johnson & Jeffe, 1993). The review has highlighted methodological 
problems in the definition of adherence (e.g. conceptual confusion in conflating 
adherence with health outcome), and the understanding that adherence is not a 
unitary concept (e.g. complex treatment regimens). Adherence is often examined 
using a range of methods, and in research multi-factorial methods may be most 
appropriately used to examine the factors associated with adherence.
Future research should aim to develop and evaluate different treatment 
approaches, and longitudinal studies of adaptation and coping, looking at stress 
points for the family (e.g. adolescence), or personality styles and adherence 
would be useful. Examining adherence during transition points in treatment such 
as transfer from child to adult services would be of practical benefit, and factors 
influencing the work environment and stress within the renal team setting and its 
effect on adherence also needs further investigation. Research needs to be 
advanced by not only focusing on individual characteristics but on the interplay of 
a number of factors, including those in the family and medical contexts. DiBlasio, 
Molinari, Peri and Taverna (1999) claim that, currently clinical-descriptive studies 
aim more at obtaining additional information about single phenomena, rather than 
seeing how various factors differ. La Greca (1988) is critical of research that 
produces a long list of correlates of medical adherence and comments that most 
variables that have been investigated have been looked at in a univariate fashion. 
The suggestion is made that research focused on intervention could be 
undertaken to determine what is effective under different conditions and for 
different people (Patterson, 1988). However, as Rolland (1987) comments, a 
psychotherapeutic relationship depends on a shared belief system, and it appears
that the fit of values between the patient, family, and the health-care providers is 
essential.
This review emphasises the necessity to take the wider treatment context and 
inter-individual factors into account in future research and treatment applications. 
There is need for new approaches in examining treatment adherence to consider 
these systemic and interrelationship dimensions. This provides challenges in 
terms of methodology and the robustness of measures to assess the different 
levels of interaction. Both qualitative and quantitative approaches, which can 
assess individuals and systems over time, are needed. Within the field of renal 
disease the issue of sample size remains a significant issue, as has been shown 
in paediatric psychology research in general (La Greca & Varni, 1993), and 
national or international collaboration in psychosocial research on adherence 
difficulties in chronic renal failure would be valuable.
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REVIEW 2.
PSYCHOLOGICAL APPROACHES TO THE IDENTIFICATION AND 
MANAGEMENT OF FEEDING PROBLEMS IN CHILDREN WITH CHRONIC 
ILLNESS
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INTRODUCTION
Chronic illnesses can affect the ability to receive adequate nutrition as a result of 
structural, metabolic and mechanical difficulties, problems in absorption, and the 
nature of the condition (Wolke & Skuse, 1992). Over and above these factors it is 
acknowledged that, in children with chronic illnesses, psychological aspects of 
feeding play an important role.
This review will discuss research examining psychological issues associated with, 
and approaches to managing, feeding problems in children with chronic illnesses. 
As such, it will consider studies from both theoretical and practical viewpoints to 
[a] discuss the definition of feeding problems, [b] provide a working definition of 
feeding problems, [c] examine factors associated with feeding problems [d] 
outline procedures for assessing feeding problems, [e] examine research 
evidence and the theoretical base for interventions, and [f] make 
recommendations for intervention and good practice.
What constitutes a feeding problem, and for whom it is a problem, is central to 
this review. A working definition of feeding problems is proposed, where such 
problems are secondary to chronic illness. The purpose of such a definition is to 
assist the clinical psychologist to assess the presenting problem, to decide on the 
appropriateness of particular interventions, and to plan the type of intervention 
required.
Different systems of classification and diagnosis are presented in research.
Studies have used interview data, checklists, and questionnaires to examine the
prevalence of feeding problems (Lindberg, Bohlin & Hagekull, 1991), yet the
comparison of studies is hampered by lack of clear definitions. The literature
presents definitions that examine feeding behaviour, psychosocial functioning,
physical skills, organic difficulties, and the early experience of feeding and
interaction. These descriptions and definitions are summarised in Table 1.
Lindberg et al. (1991) comment that feeding problems are defined solely on the
basis of the feeding process (i.e. the inability or refusal to eat certain nutrients).
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Ham's and Booth (1992) focus their attention primarily on feeding behaviours, 
irrespective of concurrent medical diagnoses. Limited case examples of feeding 
problems in children with chronic health problems are given, and brief 
acknowledgement of feeding problems secondary to organic disease is made. 
Behavioural factors are also central to most definitions of feeding problems 
(Douglas & Bryon, 1996; Sanders, Patel, Le Grice & Shepherd, 1993). Feeding 
problems can be considered to be precipitated and maintained by organic or 
functional factors (e.g. motivational or skill-based deficits), and may be 
characterised by an inability or refusal to eat certain foods due to neuromuscular, 
metabolic, skeletal and/or psychosocial functions (Babbitt, Hoch, Coe, Cataldo, 
Kelly, Stackhouse & Perlman, 1994). Budd et al. (1992) distinguish between 
organic and non-organic characteristics of feeding, yet these authors 
acknowledge that there are likely to be management difficulties with feeding, 
irrespective of cause. An overarching classification that incorporates behavioural 
and physiological features is also given (Kedesdy & Budd, 1998). Treatment 
approaches may differ despite similar presenting problems (Harris & Booth, 
1992).
Early feeding problems may arise from an interaction of a number of factors: 
constitutional, physical, temperamental, learning and emotional (Skuse, Wolke & 
Reilly, 1992). The original aetiology of the feeding problem (e.g. developmental, 
medical, motor or cultural factors) is important, but behavioural interactions 
between child, parent or caregiver become the target for intervention (Linscheid, 
1998). In this sense, behaviour plays a role in all feeding problems.
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Table 1: Feeding Problems : Descriptions and Definitions
AUTHORS DEFINITIONS OR DESCRIPTIONS OF FEEDING PROBLEMS
Lindberg, Bohlin & 
Hagekull (1991)
Feeding problems defined on the basis of 
•  The feeding process:
Inability or refusal to eat certain nutrients
Harris & Booth (1992) Behaviours occurring occurs separately or together in a particular child:
•  Refusal to take in sufficient calories to enable expected growth velocity, 
» Refusal to take in sufficiently wide range of foods to constitute a 
balanced diet
Budd et al., (1992) Classification of four diagnostic categories affecting feeding problems:
•  Presence of only organic problems
•  Presence of primarily organic problems
•  Presence of primarily non-organic problems
•  Presence of only non-organic problems
Sanders et al., (1993) Difficulties reported by parents considered to define feeding problems:
* Persistent food refusal
•  Struggling or resisting during feeds
•  Refusal to self-feed
* Eating very slowly
* Being a fussy eater
•  Consuming small amounts of food 
Disruptive behaviour during meals
Babbitt et al., (1994) Inability or refusal to eat certain foods due to neuromuscular, metabolic, 
skeletal and/or psychosocial dysfunction (motivational or skill-based 
deficits), for example:
•  Refusal
•  Selectivity
•  Behavioural difficulty 
e Tube dependence
•  Rumination and vomiting
•  Absence of self-feeding skills 
e Excessive meal duration
•  Adipsia and polydipsia
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Hampton (1995) In all cases of non-organic failure to thrive, underlying reasons can be:
•  Carers not offering the child enough calories to meet their needs
•  Unhelpful behaviour patterns /  interactions between parents and child
•  Unpleasant associations that the child has with feeding.
centred on:
•  Inadequate quantity eaten
• Selective eating (i.e. restricted range of foods)
•  Refusing to chew or swallow
• Slow eating
• Inappropriate texture for age
Descriptive factors
•  Eating too little /  too much
•  Eating the wrong things
•  Feeding skills deficits 
Background factors
•  Diet
•  Physical competence
•  Appetite
•  Illness (acute or chronic)
•  Interaction /  management
•  Child constitution
•  Caregiver competence
•  Systemic features
developmental^ appropriate diet, in children who are not prevented from 
eating for medical reasons. These can be classified according to:
Type of feeding problem
•  Developmental appropriateness of foods eaten (texture or variety),
•  Quantity consumed (over- or underconsumption)
•  Mealtime behaviours (tantrums or spitting food), or
•  Delays in self-feeding skills 
Cause of feeding problem
• Medical conditions (e.g. cystic fibrosis)
•  Oral-motor delay or dysfunction (e.g. cerebral palsy)
•  Behavioural mismanagement
Douglas & Bryon (1996) I Inability to consume sufficient calories for adequate growth, with difficulties
Kedesdy & Budd (1998) I Multidimensional classification of childhood feeding disorders includes:
Linscheid (1998) I Disorders that lead to the lack of ingestion of nutritionally or
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Table 1 classifies feeding problems in terms of both descriptive characteristics 
(e.g. food refusal) and implied causes (e.g. underlying physical problems). The 
absence of a general consensus in the literature on what constitutes a feeding 
problem is likely to be attributable to a number of factors: (1) the heterogeneity of 
feeding problems, (2) varied theoretical perspectives on causation, (3) the 
number of professions involved in these problems, and (4) the fact that there are 
frequently other, more urgent, concerns (such as the diagnosis and treatment of 
concomitant underlying conditions) particularly where chronic illness is concerned. 
The following working definition follows research that suggests that feeding 
problems rarely fall into one category, but have ‘mixed’ aetiology (Budd et al., 
1992).
WORKING DEFINITION OF FEEDING PROBLEMS
Drawing on these definitions, it is proposed that feeding problems considered for 
referral to a clinical psychologist would have the following characteristics.
1. Problems with eating behaviour (e.g. refusal, selectivity, or restricted range of 
food),
2. Counter-productive patterns of interaction between care-giver and child 
(e.g. cajoling or punitive responses), or
3. Heightened anxiety in parent, child or both.
This formulation leans more towards problem description than medical diagnosis. 
Medical criteria for a feeding disorder in infancy or childhood require that it 
"involves refusal of food or extreme faddiness” (ICD-10, 1992). Archer, 
Rosenbaum and Streiner (1991) accept that the assessment and treatment of 
these problems has been highly variable. They recommend that eating and 
mealtime disorders be regarded as a separate clinical entity regardless of medical 
diagnosis. Researchers have begun to treat feeding problems as distinct from the 
syndrome “failure to thrive” or malnutrition, and based solely on the feeding 
process, that is the inability or refusal to eat certain nutrients (Lindberg et al.,
1991).
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It may not be helpful to use psychiatric categories where sick children’s 
adjustment is concerned (Bradford, 1997) and the working definition proposed is 
based upon this principle. The diagnostic and statistical manual (DSM-IV), 
provides a psychiatric classification of ‘feeding disorder of infancy or childhood’, 
and does not make links with chronic illnesses. Further diagnostic confusion 
results from the term “failure to thrive”, as when a child’s growth in weight and 
height measurements fall below the third percentile, or deviate persistently below 
the established growth curve (Chatoor, 1997). The definition proposed would 
include children with feeding problems who do not reach this cut-off point. 
Linscheid (1992) supports this view, and cites estimates suggesting that between 
25% to 35% of children have recognised or reportable eating problems, whereas 
only 1% to 2% have feeding problems that result in impaired growth.
INCIDENCE
The incidence of childhood chronic illness is between 5% and 20% of children, 
based on epidemiological surveys (Pless & Roghman, 1971). A more recent 
review of the literature estimates the total prevalence of children with chronic 
conditions at 10%, and suggests that chronic illness can have a profound on the 
psychological well-being of the child and family (Fielding, 1985). Determining the 
incidence of feeding problems in children with chronic illnesses depends on 
problem definition as examined above. Baer (1997) has listed feeding problems 
most often associated with certain medical conditions based on data collated from 
a number of regions within the United States. This approach suggests between 
10% and 42% of children with chronic illnesses have feeding problems.
Medical sources affirm that chronic conditions such as cystic fibrosis, heart 
disease, lung disease, metabolic disorders (e.g. diabetes), neurological disorders, 
childhood cancers and renal disease are often associated with problems of 
feeding and nutrition that contribute to poor growth and development (Harris & 
Booth, 1992; Jenkins & Milla, 1988; Linscheid, Budd & Rasnake, 1995; Ruley, 
Bock, Kerzner, Abbott, Maid & Chatoor, 1989; Stark, Bowen, Tyc, Evans & 
Passera, 1990). Wolke and Skuse (1992) comment that chronic illnesses and
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growth disturbances are closely linked, and state that the process of feeding may 
be difficult (especially for infants). The psychological factors associated with 
feeding behaviour in children with chronic health problems are increasingly being 
acknowledged. Douglas (1995) describes data on the first 100 cases seen in a 
specialist behavioural feeding programme at Great Ormond Street hospital. 
Referral for psychological or behavioural feeding interventions was made where 
there were concurrent physical health and feeding problems within particular 
medical specialities (e.g. gastroenterology, nephrology, cardiology, immunology, 
metabolic medicine, neurology, surgery, ear-nose-and throat medicine). The 
study is limited by retrospective analysis of the data with little information on the 
specific problems, yet it presents a clear overview of medical conditions 
associated with feeding problems.
Despite there being relatively few studies of feeding problems in children with 
chronic medical conditions, where there is a feeding problem, it has important 
consequences (Douglas, Hulson & Trompeter, 1998; Foreman & Chan, 1988; 
Ravelli, 1995; Rees, Rigden & Ward, 1989; Ruley et al., 1989). Feeding problems 
may affect medical treatment, and medical treatment of some childhood diseases 
can result in iatrogenic effects, based on the medication used (e.g. in cancer), 
hospitalisation experience (e.g. procedural anxiety), or manner of induced feeding 
(e.g. naso-gastric feeding), which affects the feeding process (Cairns & Altman, 
1979; Culbert, Kaiander, Kohen & Reaney, 1996; Strogolo, Principato, Sinibaldi. 
Appiani, Terzi, Dartois & Rizzoni, 1997; Warady, Kriley, Belden, Hellerstein & 
Alan, 1990).
Research is usually focused on single or multiple case studies, with small sample 
sizes, and with methodological problems due to the nature of the sample (e.g. 
single condition which presents difficulties in generalising results). Table 2 
presents a brief summary of the types of feeding problems associated with 
chronic illness and gives the reported or perceived rates of incidence of feeding 
problems from selected studies. Despite the limitations of the studies, they serve 
to open the area to examination, beginning with anecdotal and descriptive data, 
and small sample research, which explores and tests hypotheses (e.g. use of
hypno-behavioural treatment for food phobic responses). Future studies may 
examine feeding problems in greater depth through more large-scale co-ordinated 
research work (Drotar, 1997; La Greca & Varni, 1993; Wallander, 1992).
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There appears to be a link between particular medical conditions (e.g. cancer, 
cystic fibrosis) and feeding problems, with certain medical diagnoses increasing 
the risk of feeding problems (Linscheid, Budd & Rasnake, 1995). However, most 
of the work described in Table 2 is based on case studies, with methodological 
limitations, and larger samples are suggested. Longitudinal studies exploring the 
feeding problems at different times during the chronic illness process have not 
been undertaken. Obstacles in conducting research to examine feeding 
difficulties in this population include difficulties in recruiting samples of sufficient 
size, matching control groups, arranging ongoing assessments, and ethical 
considerations (e.g. imposing further demands on children and families who are 
already under stress, to take part in additional evaluative procedures). As a 
result, the research base for examining evidence of co-existing feeding and 
chronic health problems is limited. Whilst there is evidence that there are a 
number of feeding-related problems where a child has a chronic illness, more 
rigorous research is needed to clarify the extent and range of the problems. The 
difficulties arising from inconsistencies in classifying feeding problems, results in 
problems in comparing studies and generalising findings.
FACTORS ASSOCIATED WITH FEEDING PROBLEMS
Feeding related difficulties are linked with factors both within and outside the child 
as shown in Figure 1. Douglas (1995) presented this model, based on children 
without health problems for examining factors that maintain a child’s feeding 
problems. The focus is on ‘child factors’ and ‘family factors’. These factors 
relating to the child and family are presented by the literature (Harris, 1993; 
Werle, Murphy & Budd, 1993; Zeltzer, LeBaron & Zeltzer, 1984). The model could 
be adapted and extended to children with chronic illness who have feeding 
problems by adding an ‘illness factors’ dimension (e.g. illness requirements, the 
stress of chronic illness, treatment experiences). These ‘child’, ‘family’ and 
‘illness’ factors might interact with other factors such as coping and adaptation.
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CHILD FACTORS
Organic condition ^  Developmental factors
Early feeding experience 
Aversive conditioning Distorted learning
\
CHILDHOOD FEEDING PROBLEMS
t
Neglect and Abuse— ► Parental Management ^ --------  Family Discord
t î
Parents’ emotional state Parent’s knowledge
FAMILY FACTORS
Figure 1: Multiple Interacting Factors linked with Feeding Problems
(Douglas, 1995)
In children with chronic illness, reduced oral intake occurs as a result of feeding 
interaction problems, parental anxiety and stress of the long-standing condition 
(Kedesdy & Budd, 1998). Children with life-threatening conditions may be 
perceived by parents to be Vulnerable’. This might also result in parents feeling 
unable to set limits on their children’s behaviour. In the general population, 
behaviour problems have been associated with feeding problems (Linscheid, 
1998). There is no evidence for a link between behaviour and feeding problems in 
chronic illness, although ill children may, by virtue of physical limitations, not be 
able to exhibit clear externalised behaviour problems.
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A range of feeding problems which present for psychological management have 
been identified (see Table 2). The assessment of these factors both within the 
child (e.g. conditioned anxiety), within the caregivers (e.g. parental anxiety) and 
across both (e.g. behavioural and interactional difficulties), needs further 
examination in the clinical assessment, through the use of feeding assessment 
scales, clinical interviews and other measures. Assessment of children’s 
behaviour in general may be undertaken using the Child Behaviour Inventory 
(Eyberg & Ross, 1978) or the Child Behaviour Checklist (Achenbach & 
Edelbrock, 1987), to ascertain whether the feeding problem is isolated. However, 
the Child Behaviour Checklist contains items that relate to physical health (e.g. 
asthma, appetite, lethargy), which may negatively skew the results for children 
with chronic illness. Parental assessment may also be undertaken focusing on 
individual or family factors such as stress using, for example the Parenting Stress 
Index (Abidin, 1986).
FEEDING ASSESSMENT
A critical source of information about a child’s feeding history, feeding milestones, 
eating routines, the nature of current feeding concerns, the onset of feeding 
problems and strategies used, is the parent or caregiver. Apart from clinical 
interviews, the importance of a focused feeding assessment is underscored in the 
literature. Feeding assessments can be divided into those documenting parental 
perceptions, and those examining child behaviour and the response of the feeder 
(e.g. modelling eating, verbal encouragement, positive or negative 
reinforcement). The earliest questionnaire on eating or mealtime problems was 
the Children’s Eating Behaviour Inventory (Archer, Rosenbaum & Streiner, 1991). 
Other examples are the Behavioural Pediatric Feeding Assessment Scale (Crist, 
McDonnell, Beck, Gillespie, Barrett & Mathews, 1994), and the comprehensive 
Feeding Assessment Form (Harris & Booth, 1992) presented in the appendix. 
Observational measures include the Mealtime Observation Schedule (Sanders et 
al., 1993) and the Feeding Observations Code (Werle et al., 1993).
Of the above measures, that of Archer et al. (1991), the Children’s Eating
Behaviour Inventory (a 40 item parent report measure) screens eating or
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mealtime problems. It was developed on outpatient paediatric and mental health 
clinic populations. Construct validity is demonstrated by the significant difference 
between clinic-referred and non clinic-referred children. Although a useful 
measure for comparing each parent's perceptions of their child's eating and 
feeding behaviours, it does not present specific information about possible 
causes or maintaining variables for the particular child's behavioural feeding 
problem. Unfortunately it does not appear to have been applied in research 
studies, and no further reliability or validity data are available (Linscheid, Budd & 
Rasnake, 1995).
Crist et al., (1994) developed the Behavioral Pediatrics Feeding Assessment
Scale, which specifically examined behaviour associated with poor nutritional
intake. This scale consists of 35 items focusing on refusal to eat, with 25 items
describing the child’s behaviour and 10 items describing parents’ feelings or
strategies for dealing with eating problems. Items are rated on a 5 point scale,
and whether the behaviour is considered to be a problem. The authors report the
scale’s psychometric properties as having adequate internal consistency
(Cronbach alpha values between .88 for the entire scale, and .84 and .74 for the
child and parent sections respectively). Test-retest reliability were all above .82.
Their study compared groups of children with cystic fibrosis and a matched
control group, using a single multivariate analysis, and found a group difference,
with children with cystic fibrosis being viewed by their parents as having a greater
number and frequency of problem behaviours at mealtimes than the control
group. Further associations reported were significant negative correlations
between the number and frequency of behaviour problems at mealtimes and the
caloric intake of children with cystic fibrosis. Parents of the chronic illness group
viewed mealtimes as frustrating and reported using ineffective strategies at
mealtime (e.g. using coaxing and being willing to make a second meal if the
children refused to eat what was served initially). A criticism of this otherwise
useful study is that despite identifying certain problem behaviours at mealtimes, it
does not present which specific behavioural interactions may affect the problem
behaviours. Other factors that increase the likelihood of particular behavioural
interactions, such as preparing a second meal, are also not examined. On the
61
basis of previous literature, Crist et al., (1994) suggests that parents’ views of 
such children’s eating habits may be distorted. It would be useful to undertake a 
comparative study examining the perceptions of parents of children with a chronic 
illness about their own children’s eating habits with the same parents’ perceptions 
regarding eating habits of otherwise healthy children.
The Feeding Assessment Form (Harris & Booth, 1992) is recommended as a 
data-gathering device. This form and the Behavioural Feeding Assessment 
Parent Interview Form (Kedesdy & Budd, 1998), are more like structured 
interviews than evaluative questionnaires, offering a useful basis for research and 
treatment interventions. Material from interviews and questionnaires are useful 
clinically, despite methodological problems linked to retrospective report and 
global ratings reliant on parental memory. Disadvantages include lack of 
clarification of the specific problems (e.g. characteristics of the type of food 
refused) and lack of differentiation between behaviours (e.g. the use of general 
terms such as ‘positive attention and praise’). The focus of such questionnaires 
may be improved by directing attention to specific behaviours (e.g. verbal contact 
and eye contact data, statements used for positive reinforcement). These 
features can then be examined over time (e.g. pre-, post and follow-up after 
treatment), and across different samples for systematic evaluation.
Behavioural observation approaches to the assessment of feeding problems are
to be found in the Mealtime Observation Schedule (Sanders et al., 1993) and the
Feeding Observations Code (Werle et al., 1993). In the former, parents were
asked to note five disruptive behaviours on a 7 point rating scale over a two-week
period. Parents of children in the feeding problem group reported significantly
more disruptive behaviours and higher average difficulty rating. Use of the
Feeding Observations Code in treating chronic food refusal at home is described
as a recording of 7 child behaviours and 12 parent behaviours, 7 food groups
eaten, and six food textures eaten (Werle et al., 1993). While of use in this
specific study, with reliability between mothers and investigators ranging from
70% to 100%, there appear to be no further studies using this method. Despite
the limitation of the single-subject design, the study documents behavioural
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treatment that includes child-parent interactions, and extends work in clinic 
situations to the home environment. Despite findings indicating that parent 
training influences feeding behaviour, it is not clear what the active components 
of treatment were, with changes in both types of food offered and in feeding 
routine taking place.
Methodological problems relating to feeding assessment measures and flaws in 
research studies on feeding need to be acknowledged. The examination of ‘child’, 
‘parent’ and ‘interactional’ factors contributing to feeding problems in chronic 
illness have been undertaken in small-scale studies usually directed at improving 
the child’s feeding behaviour. Few studies use any control condition, and as such 
it is difficult to assess which component of the treatment package is effective. 
Problems also result from the arbitrary classification of feeding problems. The 
binary medically based differentiation of problems as ‘organic’ versus ‘non- 
organic’ is considered an unhelpful distinction (Budd et al., 1992). Comparison of 
studies is further complicated by dissimilar inclusion criteria, discrepancies in the 
ages of children studied, and problems in monitoring weight.
INTERVENTION APPROACHES TO FEEDING PROBLEMS
In the literature examined, the main focus on feeding problems is on anxiety 
surrounding eating and feeding, individual behaviours (e.g. refusal, selectivity, 
restricted range), and the process of child-parent interaction. A number of studies 
have investigated feeding problems in chronic illnesses and describe treatment 
approaches to ameliorate the problems. The link between feeding problems and 
conditioned anxiety has been cited in the study by Culbert et al., (1996). In this 
series of case studies, the authors describe the treatment of maladaptive eating 
behaviours including the conditioned fear of eating. Using a hypno-behavioural 
approach, the subject was introduced to the concept of gradual self-regulation as 
a way of counteracting anxiety about swallowing chemotherapy medication to 
which he had a conditioned vomiting response. Key elements included building 
rapport, providing information to relieve fears, enhancing mastery and control 
through offering choices, using links between positive feelings associated with 
favourite foods, and imaging desired outcomes as if they had already been
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accomplished. The work described in this study is exploratory in nature, but 
illustrates the need to define, identify, and develop treatment protocols for 
children with maladaptive feeding and swallowing problems.
Budd et al., (1992) examined the interaction of psychosocial variables. In this 
study, high levels of parental emotional distress were related to a) low levels of 
child feeding skills, b) older children who had poor feeding skills, c) parents who 
used less positive disciplinary practices, and d) parents with higher educational or 
occupational status. Since parental emotional welfare is implicated in children’s 
feeding, clinicians need to consider parents’ emotional adjustment. Additionally, 
studies have made a link between parental anxiety about their child’s health and 
eating problems (Chase, Long & Lavin, 1979; Crist et al., 1994; Lindberg, Bohlin 
& Hagekull, 1991; Melvin, Wright & Goddard, 1997; Singer, Nofer, Benson- 
Szekely & Brooks, 1991). Singer et al., (1991) demonstrate the usefulness of 
behavioural therapy with children with feeding problems (food refusal, inadequate 
oral intake, growth failure) on an inpatient unit. In their case reports, the mean 
percentage of required daily caloric intake for the four patients, aged between 10 
and 42 months, increased from 54% to 92%. Treatment consisted of a) 
developing a hierarchy of steps including clear criteria for success, b) permitting 
the child access to food and drinks only at mealtimes, c) using social 
reinforcement for food acceptance, and d) using time-out for non-eating. Parents 
were also taught basic management strategies as a part of the child’s feeding 
programme through observation of professionals, and instruction. Although this 
was not described imdetail, strategies included immediate reinforcement of food 
acceptance through social rewards and systematically ignoring avoidance 
behaviours.
Hampton (1995) makes the point that problems are exacerbated when parents’
anxieties (e.g. regarding a child’s refusal to eat) are not being taken seriously, or
when professionals fail to recognise a feeding problem. In a study of normal
children the most worrying and challenging problem was of children’s food refusal
(Lindberg, Bohlin & Hagekull, 1991). Links are highlighted between parental
concerns and the origins of feeding problems, suggesting that parental concerns
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about early feeding problems may contribute to an altered response to food and 
feeding on the part of the mother, the infant, or both. Unfortunately this study did 
not follow the children for a sufficiently long period.
Other members of the family may be affected too. As Zeltzer et al., (1996) show, 
feeding problems occur in siblings of children with cancer. They recommend that 
psychologists should not forget the siblings, and should include questions about 
the other children and their eating habits when meeting with the family of children 
with chronic and life threatening conditions.
Sanders, Turner, Wall, Waugh and Tully (1997) compared children with cystic 
fibrosis, children with feeding problems and a normal control group. Parents of 
cystic fibrosis children reported more disruption and emphasised behaviour 
management problems, in addition to voicing concerns about growth 
abnormalities. These parents also cited lower marital satisfaction. However, 
observational data did not indicate that these children were significantly different 
in mealtime behaviours. This has implications for psychological practice around 
mealtimes which are pressured times for parents who are trying to ensure their 
child receives adequate nutrition. They suggest that interventions would need to 
be at three levels. The first should promote dietary compliance (e.g. through 
learning non-aversive parental management strategies and having guidelines 
about optimal instruction giving). The second addresses parental feelings on 
inadequacy, helplessness, and uncertainty about how to cope with their child’s 
illness as well as expectations about the dietary intake needed. Thirdly, 
programmes would need to focus on family distress and the interrelationships 
between the parents.
Behavioural and interactional factors implicated in feeding problems, are shown in
the study by Stark et al., (1990) with children with cystic fibrosis. This research,
using a multiple baseline design with five children and their families, provided
further evidence of the usefulness of behavioural interventions with groups of
both children and parents. Intervention included nutritional education and gradual
increase of calorie goals, teaching parents management strategies, and a reward
65
system for clearly identified dietary goals for children. Children were aged 
between 5 and 12 years. The weight gain following the programme was 
maintained at a level comparable to that of a normal population. The application 
of a behavioural component was critical in producing increased calorie 
consumption. The studies of Saunders et al., (1997) and Stark et al., (1990) are 
compromised by the small sample size, and further research is necessary a) to 
show treatment effectiveness across a larger sample of subjects, b) to evaluate 
the specific treatment components, and c) to examine the interface between 
physiological and environmental variables.
There are a variety of psychological approaches to treating feeding problems.
Bernal (1972) in an early single case-study of a child with a congenital heart
defect demonstrated the use of a graded reinforcement programme (using praise,
contingent television, and ignoring tantrums) to move from a diet of strained foods
to eating a variety of food groups. Linscheid, Tarnowski, Rasnake & Brams,
(1987) outline the use of shaping through successive approximations with a six
year old child who ate no solids. Reinforcement occurred initially for simply
touching the spoon with his lip, and was continued on a graded hierarchy of
tasks. Similar positive reinforcement strategies were used by Stark et al., (1990)
who used a star chart as reinforcement for compliance with calorific intake in
children with cystic fibrosis. The use of extinction (i.e. reduction in the probability
of a response when that response is no longer reinforced) is also suggested,
though Linscheid (1992) cautions that it is often ineffective, because it is often
difficult to ignore a behaviour completely, and ignoring may lead to an increase in
frequency or intensity of the behaviour. Using time-out following not eating (i.e.
either moving away from the child or moving the child) will only be effective if
either attention or food is reinforcing (O'Brien, Repp, Williams & Christophersen,
1991). Other methods include relaxation and cognitive coping skills to assist
children to cope with anxiety aroused by eating foods that are feared (Singer, et
al., 1991). Group work with parents of children with feeding problems has also
been shown to be helpful, whether in the form of a support and management
group (Chamberlin, Henry, Roberts, Sapsford, & Courtney, 1991) or as a parent
training group (Sanders et al., 1993; Werle et al., 1993). The role of the parents in
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treating feeding problems is shown by these studies to be critical, and work on 
increasing desired behaviours generally includes parents as part of the 
management approach. The training of parents also establishes an important link 
between the natural environment and the therapeutic setting.
Prior to analysing and applying behavioural or learning principles to managing 
feeding problems, different types of feeding problems that may occur separately 
or may overlap, need to be examined (Babbitt et al., 1994). Babbitt et al., (1994) 
show the benefits of a comprehensive assessment examining the child’s feeding 
history as well as direct observation of the child and caregiver. This involves 
considering the function that problem behaviours have on the environment (e.g. 
maintaining parental attention). Other parts of the assessment process include full 
medical examinations, caregiver interviews, and a functional analysis that 
involves determining clinically significant, controllable and causal relationships for 
target behaviours. Assessment of the interaction between child and caregiver 
also provides a clear focus on caregiver behaviours that serve as antecedents 
and consequences for the child’s feeding behaviour. This study clearly 
demonstrates the importance of specific data collection, recognises the fine detail 
required in examining the behavioural and interactional process, and suggests 
multi-disciplinary working. Results indicate that children require an average of 2 
different treatment components for effective change to take place. Examples of 
treatment components used in the study included positive reinforcement, negative 
reinforcement, antecedent manipulation, extinction, time-out, shaping, prompting 
and modelling. Although the study did not go on to examine comparisons 
between specific components of treatment, it would be helpful to undertake 
research into the relative strengths and weaknesses of different components. The 
benefit of using more than one treatment component may relate to the fact that 
the more strategies and principles practised, the more accomplished the 
caregiver may become. They may also become more effective at using these 
strategies interchangeably depending on the situational requirements.
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RECOMMENDATIONS FOR INTERVENTION AND GOOD PRACTICE
Implications for practice based on the research evidence from the studies 
described above relates to the application of these psychological approaches.
Whilst most research focuses on behavioural and interactional strategies to 
promote feeding, the key components to achieve change are less clear. It is 
acknowledged that a number of behavioural interventions form part of the 
management process. Examples of these effective interventions are given in 
Table 4, which outlines the major behaviour management principles (Kedesdy & 
Budd, 1998), and gives examples of the applications in addition to citing the 
research studies which underline these approaches. Two major organising 
principles are distinguished (1) Increasing appropriate behaviour, and (2) 
Decreasing maladaptive behaviour (Babbitt et al., 1994).
Once the effectiveness of behavioural treatments has been established, the 
challenge is to make such treatment more efficient. Whereas Babbitt et al., 
(1994) report that patients are treated for between 30 and 60 days as inpatients, 
Linscheid (1998) quotes an average length of inpatient treatment as just under 9 
days, and suggests that long baseline assessments of feeding disorders are 
unnecessary. The difference in length of stay may be due to different 
management approaches, or the severity of cases treated, and further research 
comparing outcome for inpatients and outpatients would be indicated. Long-term 
consequences associated with treatments also need to be considered. Harris
(1993) suggests that an operant conditioning paradigm, where access to a 
preferred food item be contingent on acceptance of a non-preferred item, may not 
be the best method in the long term, since consumption of one food being made 
contingent on consumption of another food, devalues the former. For example 
‘eat up A and then you can have B\ increases the preference for B. It would 
mitigate against using the consumption of less parentally preferred foods (sweets) 
as a reward for eating desirable foods (vegetables). Research on whether the 
converse also applies, for example in children with cystic fibrosis, would be of 
interest. The assumption might be that such children would prefer vegetables, 
with the dialogue being ‘eat up your sweets’.
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Behavioural feeding treatments for feeding problems in children, although mostly 
based on small scale research (Table 4), have provided evidence of success 
(Lindscheid, 1998). Besides the behavioural approaches to treating feeding 
problems, Culbert et al., (1996) in their study on self-management techniques for 
food refusal and food aversion use educational approaches, reassurance and 
hypnotherapy procedures in addition to cognitive-behavioural strategies to treat 
these problems. The age range of subjects was between 6 and 13 years, and as 
such, these strategies appear most likely to be applicable with children over the 
age of 6 who have reasonable verbal skills. The study is the first reported case 
series based on hypnotherapy and behavioural work, and further research is 
recommended on the application of these approaches, possibly examining the 
effectiveness of treatment protocols for these types of feeding problems.
The research studies above have focused on psychological components in 
treatment, although feeding problems present following investigations by other 
professionals. Increasingly inter-agency and multi-disciplinary work is undertaken 
which may offer both benefits and challenges for the psychologist. Challenges of 
working within a team include working with different professionals with wide- 
ranging and possibly conflicting perspectives, role conflict, challenges to practice 
and the practical problems of which professional takes a central role in the 
management of a particular child’s problem. Some research proposes that a 
multidisciplinary team approach, such as a specialist feeding clinic, contributes to 
the successful management of complex feeding problems (Tawfik, Dickson, 
Clarke & Thomas, 1997; Wooster, Brady, Mitchell, Grizzle, & Barnes, 1998). In 
terms of time and cost effectiveness, little research has been undertaken despite 
the team approach having ‘anecdotal champions’ (Kedesdy & Budd,1998). 
Alternatively, individual specialists who are consulted whilst working alongside the 
team is suggested. In this situation, specific referrals can be made to a particular 
professional and decisions on whom to include in the management is based on 
the problem and its context.
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CONCLUSION
In the application of psychological approaches to feeding problems, it has been 
demonstrated that a clear history and detailed assessment is required. This may 
appear to be at odds with the assertion by Linscheid (1998), who whilst 
acknowledging that medical, developmental, motor, or cultural factors may be 
involved in the original aetiology of a feeding problem, suggests that the target for 
intervention is behavioural. However, it can be argued that a thorough 
assessment provides useful information to support and focus a programme of 
behaviour change. Aside from the clinical interview, use of a measure such as the 
Children’s Eating Behaviour Inventory and behavioural analysis of the context 
and interaction around feeding is suggested. Harris (1993) confirms that 
intervention should take account of both the child’s behaviour and the interaction 
between child and parent. Despite feeding problems presenting in similar ways, 
individualised management strategies are still required, focusing on the 
antecedents, behaviours and consequences using a behavioural framework.
From the literature it is evident that a number of strategies can be used to 
manage feeding problems effectively. Implications for practice include 
suggestions that at least two different treatment components are needed, and 
indeed studies using behavioural reinforcement with parents, on closer reading 
also demonstrate the use of modelling. It is recommended that an approach is 
used that focuses concurrently on the targeted behaviour whilst establishing a 
positive environment (e.g. through decreasing anxiety), and which gives evidence 
of incremental changes. Therefore, the consistent application of psychological 
principles, appropriate for the presenting client, clearly focused on the target 
behaviour aimed for, whilst using clear baseline and intervention recording is 
suggested as further good practice.
It is hoped that this review has presented evidence on psychological management 
of feeding problems that refutes the early criticism by Wolke and Skuse (1992) 
that feeding problems are referred to a variety of specialists, few of whom have 
adequate experience of the problem.
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Appendix
The Feeding Assessment Form (Harris & Booth, 1992)
G. Harris and I. W. Booth
APPENDIX 1: FEEDING PROBLEMS AND EATING DISORDERS 
Prototype Feeding Assessment Form 
MacDonald A., Harris G. (1990)
Adapted from a feeding problem questionnaire written by:
Jean Guest and Dr. D. Kelly
U n iv e rs ity  o f  N e b ra s k a  
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O m a h a  
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FEE D IN G  ASSESSMENT FO R M
Name: Consultant: Ward:
Reg. No:
Completed by: Date of Birth:
1) What problem is your child having?
a) Has a poor appetite
b) Eats a limited variety of foods
c) Prefers drinks rather than food
d) Is slow to feed
e) Cannot chew food
f) Other, please specify...................
2) Does your child have any of the following problems?
a) Vomiting
b) Constipation
c) Diarrhoea
d) Abdominal pain and colic
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PROFESSIONAL DOSSIER
Part 1:
The evolution, exposition and evaluation of a programme for 
personal development within the workplace
Part 2:
Curriculum vitae with continuing professional development
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INTRODUCTION
Clinical psychologists are increasingly involved in wider staff-related issues in the 
workplace, acting as consultants and advisors on general staff development and 
training needs in addition to client-focused and other activities. In the United 
Kingdom this has led to discussion on the role of applied psychology, and the 
boundaries between clinical, occupational and health psychology (Nelson, 1998). 
In this section, is described the evolution of a course to develop self­
management skills and competencies, aimed at reducing stress and promoting 
self-development in the workplace. This includes use of imagery and visualisation 
in relation to human resources, inner potential, and stress management. This 
paper outlines the growth of this work from the initial request for clinical 
psychology input in a specific Trust wide project. It shows the rationale for the 
project being underpinned by a review of the literature, emphasising the links 
between theory and practice, and an exploration of the work currently undertaken 
in this field within organisational settings. This paper documents the initiation, 
implementation, refinement and promotion of a programme for promoting self­
management skills and competencies, and the development of human potential. 
The project is viewed critically, looking at the manner in which this development 
might be enhanced and used. Participants’ perceptions regarding the outcome 
from this staff-support initiative and future direction for this approach is also 
examined.
The importance of evaluating the programme and its effects thoroughly in terms 
of individuals’ personal development at work is described. The programme was 
not intended to be ‘deeply revealing therapy’ or counselling, but to offer an 
exploration of issues which effect people at work. It was hoped that innovative 
practice such as this might lead to a distillation of interventions, techniques and 
processes which could be applied as a regular training and development 
package for staff. Roth, Fonagy and Parry (1996) describe the process of clinical 
development which begins with small scale examination of an approach as it is 
formed, and then is scrutinised rigorously. Despite limited resources even in the
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‘exploratory phase’ of this project, emphasis was placed on examining the 
effectiveness of the various components of the course, and this evaluation will be 
detailed. Finally it is intended to make recommendations on how further work in 
this field may proceed and to what degree it is possible to generalise from this 
examination in applying this programme in a variety of settings.
EVOLUTION : PROGRAMME INITIATION
Reason fo r the Course
The first impetus for developing this work came as a result of a internal 
memorandum within the Mental Health and Community Directorate at Alder Hey 
Children’s Hospital, Liverpool. A request was made to Child Mental Health 
Teams, including the Paediatric Liaison Service, to offer a contribution for staff in 
the Trust revolving around the theme for the World Mental Health Day 1997, 
which was ‘Positive Images - Positive Steps’. Since I was regularly involved in 
staff support and (debriefing and stress management^ the memo provided an 
opportunity to develop some ideas held regarding staff support, and also to 
contribute to a worthwhile event.
The creative impulse for thinking about the topic arose through social contact and 
conversations between the author and a colleague in the commercial sector 
working as a business manager in international sales and marketing. There 
emerged disparate perspectives on the usefulness of clinical psychology, human 
potential, and translating psychological jargon into practically applied contexts. 
Coming from different academic and occupational backgrounds; a psychologist 
and a businessman yet with a common interest in helping people to perform with 
greater happiness and effectiveness, the question arose about the strategies of 
use for people who work closely with others, who are often ‘under stress’. A 
search for information and literature began, with the focus on the use of imagery, 
which it was hoped would form a key intervention in the training course to 
facilitate a reduction of stress at work and promote self-management.
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Previous Research
The use of imagery in clinical work has long been supported by research and 
cited in the literature (Hackman, 1998; Singer, 1974). Initially it was used in the 
field of behaviour therapy in systematic desensitisation programmes (Rimm & 
Masters, 1979), within multimodal therapy (Lazarus, 1995), and in Adlerian 
psychotherapy (Mosak, 1995). More recently it has been shown to be effective in 
the area of physical health problems (Brigham, 1994) and within cognitive 
therapy for personality and other complex mental health problems (Layden, 
1998). It has also been used in the treatment of post traumatic stress disorder 
(Foa, Rothbaum, Riggs & Murdock, 1991). Writing in the fields of behavioural 
medicine and health psychology has shown links between conventional 
therapeutic strategies and stress management, biofeedback, psycho­
neuroimmunology, and imagery (Stephens, 1993). From the occupational health 
perspective Maw and Maw (1995) relate how some of the above may be 
incorporated into the organisational context, to enhance coping, optimise work 
performance and improve interpersonal relationships.
Cooperrider (1990) provides a comprehensive overview of research on the use of 
imagery and its implications in organisations. The argument is set forward that 
organisations are the product of human interaction and mind in that growth takes 
place as a result of positive projections (e.g. about what the organisation is, how 
it will function, and what it might become). Oakley (1996) affirms the role of 
committed staff in organisations, with the view that there is a dual pay-off; 
employee fulfilment and well-being, and organisational effectiveness going hand- 
in-hand.
Munz, Huelsman and Craft (1995) describe a worksite stress management 
programme which included components on beliefs and visualisation, that was 
academically based and comprehensively studied. They report an evaluation of 
a modular programme in eight settings with 567 respondents including theory, 
demonstration, practice and action. Measures included an organisation climate 
measure, job satisfaction questionnaire, mood evaluation. The study compared
employees who participated in the programme and those who did not. In
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examining the group of attenders, only 58% reported that they continued to use 
the skills they had learnt. However, when this ‘higher impact’ group was 
compared to a ‘lower impact’ group who were described as merely having 
attended the classes, the higher impact group was found to have more positive 
work perceptions and a more positive mood (p = 0.009). The study did not, 
however, adopt a methodology whereby participants were assessed prior to the 
programme as well as afterwards, and the programme was not evaluated 
longitudinally although it had been running for fourteen years.
A further evaluation of a programme using visualisation and self-talk to enhance 
occupational functioning and decrease stress is reported by Maysent and Spera 
(1995). Evaluation comprised the use of a control group and a treatment group 
with pre- and post measurement of stress using an occupational stress inventory. 
The programme consisted of two three-hour workshops. Results showed that 
both groups initially had a similar level of stress, over time this level was 
maintained, although the control group’s level of stress increased. Examining the 
perceived resources of both groups yielded an inverse relationship, with the 
treatment group maintaining its ability to use effective coping resources, and the 
control group experiencing a decrease in effective resources over time.
Both studies encourage both the further use of strategies to assist employees to 
adopt internal coping skills with stressful occupational environments, as well as 
clearly defined longitudinal, controlled evaluation studies.
Theoretical Base
The aim of a literature search was to find theoretically based applications for 
dealing with stress and self-management. The utilisation of mental imagery in this 
area was also examined. The basis of this was the use of psychological 
techniques to enhance potential in the general working population rather than for 
healing or treating psychopathology. Such work began to emerge along a 
continuum between ‘therapy’ and ‘organisational development’. The anticipated 
project would be informed by previous work in two main areas, firstly stress 
management interventions, and secondly the development of skills or 
competencies.
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Approaches to examining stress:
Approaches to stress upon which research has been based fall into three main 
categories. The first approach looks at the individual’s response to a disturbing or 
noxious environment, and treats stress as a dependent variable. The second 
approach focuses on the characteristics of the disturbing or noxious environment. 
The third approach examines stress as the reflection of a lack of fit between the 
person and his or her environment. This approach looks at stress in terms of 
antecedent factors and effects, and sees stress as an intervening variable 
between stimulus and response (Cox, 1978). Such an interactionist perspective 
suggests that stress arises through the existence of a particular relationship 
between the person and his or her environment. This focus on the interactional 
perspective and the individual’s appraisal of this relationship underpins the 
current programme.
Cartwright and Cooper (1996) view stress management interventions as 
consistent with the interactionist approach to stress, that highlight stress as a 
consequence of the lack of fit between the needs and demands of the individual 
and his or her environment. The Transactional Stress Model (Cox, 1978) 
describes stress as a perceptual phenomenon arising from a comparison 
between demands on a person and the person’s ability to cope. An imbalance 
results in a stress response, where the attempt at coping is both physiological 
and psychological. Generally the description of stress as arising as a result of an 
imbalance between demands and resources is supported by the literature, whilst 
at the same time acknowledging that it is hard to define stress precisely.
Interventions for managing stress:
DeFrank and Cooper (1987) suggest that interventions can be classified 
according to the target of the intervention, which may be (1) aimed at the 
individual, (2) aimed at the individual-organisational interface, or (3) aimed at the 
organisation. The most common form of intervention is probably that of stress- 
reduction activities (e.g. stress management training) which are perceived by 
employers as being less organisationally disruptive (Cartwright & Cooper, 1996). 
The different loci of intervention have been described by Murphy (1988), who 
emphasises three levels of intervention, which are at a primary, secondary or
93
tertiary level. Primary level interventions are based on stressor reduction (e.g. 
family-friendly environment policies), secondary level interventions focus on 
improving and extending the physical and psychological resources of employees 
to enable them to manage stress more effectively (e.g. stress awareness and 
stress management training), and tertiary level interventions are targeted at the 
individual experiencing ill health as a result of stress (e.g. employee counselling 
services).
Development of skills or competencies:
The development of skills is considered of importance at all levels (individual, 
institutional and national) as has recently been highlighted by the report of the 
Department for Education and Employment, Towards a National Skills Agenda 
(1998). Psychological theories of learning provide a framework for examining the 
area of skill acquisition. Skills are considered to be observable capabilities to 
perform a learned behaviour (Schuler, 1992). In relation to training, the process 
of learning is associated with the needs of the learner, and their learning style 
(Hilgard & Bower, 1966). Learning theories highlight the role of the behavioural 
stimulus-response paradigm (e.g. classical and operant conditioning) and the role 
of internal cognitive process (i.e. the manner in which people make sense of 
their environments and how they relate changes to this understanding). Harri- 
Augstein and Thomas (1991) consider learning to be an achievement of skill, 
competence and creativity, and they suggest a feedback for learning cycle in 
which the meaning of an activity not only shapes and triggers the activity, but 
also creates a perceptual set to assess the results. In terms of acquiring skills, 
the links between theory and practice are important, especially in a course on 
self-management (e.g. examining the conditioned responses that have become 
patterns of feelings, thoughts and behaviours). Additionally the manner in which 
individuals’ responses to the environment have become shaped requires 
examination (e.g. positive and negative reinforcement). Feedback, it is claimed, 
can provide knowledge, motivation and reinforcement and has an important role 
in the development of skills (Fitts & Possner, 1973). The basic principle of 
feedback serves to enhance learning, which these authors define as a relatively 
permanent change in performance that can be shown to be the result of 
experience.
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Understanding models of the learning process should influence how training 
programmes are designed. Awareness of how people learn can assist the 
learners to acquire new skills, and perhaps more crucially, to increase their 
confidence in their own learning abilities (Fincham & Rhodes, 1988). Social 
learning theory (Bandura, 1986) links the concept of self-efficacy to training and 
self-management, with the suggestion that self-efficacy fosters engagement in 
learning activities that promote the development of educational competencies. 
Zimmerman (1995) reports that instructional influences that make a difference to 
self-directed learning include modelling of cognitive strategies, self-verbalisation 
of cognitive operations and strategies, goal setting, self-monitoring, social 
comparison and feedback. Bandura (1995) contends that research on the 
process of change has added to our understanding of essential ingredients of 
effective interventions, which may be applied to health promotional activities such 
as stress reduction programmes. He suggests four major components as (1) 
informational, designed to increase awareness and knowledge, (2) development 
of self-regulatory skills, where informed concerns are translated into effective 
habits, (3) building a robust sense of efficacy, through providing participants with 
repeated opportunities for guided practice in applying the skills they have been 
taught, and (4) enlisting and creating social supports for desired personal 
changes.
Competencies are considered to consist of attributes that individuals need to
perform jobs and include knowledge, skills, abilities, attitudes and personality
(Schuler, 1992). Competencies may also be seen as sets, dimensions or
repertoires of behaviours that underlie competent performance, such as self-
confidence (Buckley & Caple, 1995). In a similar manner, components of
competence may be seen to be closely related to specific aspects of work, for
example for nurses in the health service. Phillips, Bedford, Robinson & Schostak,
(1994) describe competence in this field as being made up of (1) a wide range of
skills (practical/technical, communication, interpersonal, organisational), (2) safe
practice, (3) up-to-date knowledge base, (4) critical thinking, (5) membership of a
team, (6) professional attitude, (7) motivation and enthusiasm, and (8)
confidence. The literature on competencies in the area of human resource
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management outlines developments linking performance and skills development. 
This has lead to the focus on internal resources and capabilities within 
organisations. The construct of ‘competencies’ is seen have grown from overt 
behavioural indicators associated with some predefined criterion of effectiveness 
or performance. The difficulty is seen as clearly defining what effective 
performance really is, and although competencies represent a simple concept 
(i.e. behavioural repertoires that some people perform better than others), 
confusion arises when it is required to identify and label them (Sparrow & 
Bognanno, 1994). These authors go on to say that these competencies can be 
extracted and labelled through examining the individual at work and that:
Identification relies on one or more of a range of job analysis techniques 
(such as repertory grids, critical incidents, structured skills 
questionnaires, observations, diaries and behavioural event interviews) 
used to gather data. (p. 62)
It may be suggested that competencies are skills and attributes that a post-holder 
needs to do what they are involved in doing in their jobs. Learning centred 
design methodologies propose that training takes place following the careful 
identification and understanding of the learning that needs to take place. The 
trainer’s experience and observation of work in a particular area may provide an 
idea of what training is required. The provision of training can also usefully be 
examined by looking at an analysis of needs, design and development of the 
programme, and testing of the programme (Bentley, 1990). He further 
recommends that learning needs be divided up into four categories:
• Knowledge (what people need to know)
• Skills (what people need to be able to do)
• Attitudes (how people need to think), and
• Behaviour (how people need to act)
This classification can be compared to that of Kolb (1984) who argues that in
order for learners to be fully effective, they need to acquire abilities related to four
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modes of learning. In this model, learners are considered to benefit if the material 
contains opportunities for:
• Concrete experience (personal involvement in new experiences)
• Reflective observation (learning through observing and reflecting on their 
experience from different angles or viewpoints)
• Abstract conceptualisation (incorporating observations into valid and 
rationally based theories)
• Active experimentation (the theories learners develop must enable them to 
make practical decisions and achieve goals)
Although not specifically stated in either of these models, a process of feedback 
and reinforcement would add to the principle of active participation. In the current 
course, this practical dimension is added. Such an approach is recommended by 
Dainow (1998) who suggests that skill training which relies solely on lectures and 
demonstrations can be interesting and enlightening, but is likely to remain an 
intellectual exercise if the participants are not able to practice actively. The 
importance of those being trained having opportunities to demonstrate their 
competencies through practical exercises rather than through examinations or 
knowledge tests is further suggested. This practical aspect may be threatening to 
some participants, although the process of learning is important. Kolb, Lublin, 
Spoth & Baker (1994) propose that integrative learning addresses the whole 
person physically and mentally, not only in a specialised skill or job role, but in his 
or her total life situation. These authors suggest that such integrative learning 
focuses on a process in which the participant learns how to learn, father than 
highlighting the content of learning. In this regard, individuals’ demonstration of 
competencies might be psychologically ‘threatening’, since individuals learn to 
protect themselves from the pain of appearing uncertain or ignorant. It is, 
therefore considered important to have a positive atmosphere or learning climate 
(Kolb et al., 1994). The suggestion is made that teams of people may deliberately 
block out the process of learning and struggling with new understandings that 
may be threatening (Senge, 1990). The term ‘skilled incompetence’ is used, 
where people may be proficient at keeping themselves from learning! The
97
recognition of this possibility is useful in ensuring that training programmes are 
structured so as to ‘draw out’ rather than directly confront or challenge people.
Organisational Context
Clinical psychologists have, for a number of years, run various workplace stress 
management interventions (Walsh, 1997) that have largely used techniques 
drawn from cognitive and behavioural psychology. The value of these clinical 
skills and experience is now being recognised within the commercial and 
organisational community. Leaders in business see what is called ‘new 
behaviourism’ as the hope for increasing competitive advantage and 
differentiation. They have honed in on ‘superior awareness, beliefs and 
behaviour’ in staff as the key to future success (Dauphinais & Price, 1998). 
These consultants for Price Waterhouse have shown that top corporations are 
increasingly demanding greater self-development and initiative from their staff. 
There appears to be an increasing acknowledgement that employees’ views and 
concerns are important to organisations. Cynics may ask why management 
should be interested in employees, yet a new rhetoric has emerged expressing 
the view that employees are a company’s greatest asset, that people matter, and 
that they are the key to competitive advantage. Delbridge and Lowe (1997) 
suggest that research is beginning to show that employment practices which 
engender reciprocity offer performance benefits to management. These authors 
conclude that one of the key elements of an ascendant organisation is a 
continual development of all members, who as a result are able to continually 
develop the organisation. However, there is little to suggest that the current body 
of research is revealing the causal links and processes between employee 
actions and business success.
With the established commercial focus within the National Health Service over 
the past years, the renewed emphasis on evidence based practice, audit 
initiatives, and internal differentiation of services, developments in related fields 
have an impact. The Department of Trade and Industry and the Department for 
Education and Employment promote partnership with employees as a means of 
enhancing organisational performance. The report Competitiveness through
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Partnerships with People. (DTI/DfEE, 1997) suggests ‘five steps to 
enlightenment* which brings together key aspects such as shared goals, shared 
culture, shared learning, shared effort and shared information. Central to all five 
‘steps’ are issues of communication, attitude towards change, performance, 
targets, valuing people, and the development of the person as well as his or her 
role. Similarly, Williams, Michie and Pattani (1998), in a recent report entitled 
improving the health of the NHS Workforce acknowledge that health care 
delivery is a labour intensive activity, where the quality of service is dependent on 
the quality of people management. Their recommendations include staff 
participation in decision-making, creating a culture in which staff are valued and 
supported (e.g. through clinical supervision, mentorship, peer support, and 
review), consultation with staff about their needs, and communication. This 
report, published by The Nuffield Trust in partnership with key organisations with 
a stakeholding in the N.H.S., was commissioned to assess evidence on the 
health of those working in the health service. With the stated importance of 
establishing a culture of openness and cooperation within the N.H.S., the report 
is presented in the spirit of commitment to the involvement of all staff in taking the 
recommendations forward. One might conclude, therefore, that there is 
increasing focus on the individual employee and recognition of his or her need for 
training, development and support within organisations.
Linking Theory and Practice
Taking the above frameworks into account, the self-management course outlined 
in this dossier uses informational and knowledge-based components in additional 
to rehearsal of learned strategies and techniques in an attempt to assist course 
participants to develop and integrate these skills. Programmes for self­
management typically involve self-monitoring, specifying goals, evaluating 
behaviour and self-reinforcement (Thomason & Pond, 1995), and stress 
management packages may include self-instructional training, guided self­
dialogue, cognitive restructuring, problem-solving training, and relaxation training 
during stages of skill acquisition and rehearsal (Keyes, 1995). The idea of 
developing self-confidence as one of the dimensions of personal competence 
(Buckley & Capel, 1995), underpinned the practical exercises in which individuals
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were encouraged to participate in group work and to practice the skills and 
strategies learnt, so as to enhance their coping abilities.
Interventions for the management of stress take a number of different forms, 
depending on the approaches used to examining stress, and the focus for 
intervention. Cox (1978) cites examples of using a transactional model to impact 
on stress. The intervention may centre upon attenuating the real demands made 
on the person by changing the physical or psycho-social environment. 
Alternatively it might concentrate on altering the ability to cope (e.g. through 
training or offering support). Further focus may be on perceptions (where stress 
may be related to a perceptual imbalance between demand and capability), with 
modifications being sought through psychological techniques. Examples of such 
techniques may be to develop more realistic appraisals of the problem situation, 
to use likely coping strategies such as imagery, to develop increased self- 
confidence, or to examine and alter priorities.
The aim of this project in developing a programme was to focus on the personal 
dimension taking into account work done in psychology and associated arenas. 
Links with other professionals in diverse yet complementary areas have been 
useful for the generation of ideas, spotting trends and networking. This work 
aspires hopefully to the notion of scientific creativity which Handy (1991) explains 
comes from the ‘displacement of concepts’, by taking concepts from one field of 
life and applying them to another, in so doing bringing about fresh insights.
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EVOLUTION : PROGRAMME DEVELOPMENT
Course Framework
The aim was to develop a structured workshop with a clear psychological 
framework concentrating on interventions to highlight awareness of day-to-day 
stresses of staff management, organisational change and personal performance, 
using imagery to promote positive coping and individual well-being. Descriptions 
of typical occupational stresses and concerns within the work contexts were 
collected and considered prior to the course so as to tailor the presentation using 
appropriate illustrative vignettes. Although the focus was not psychotherapeutic, 
it was acknowledged that issues raised might require additional input or referral 
for specialised interventions, and participants were at liberty to ‘opt-out* at any 
point.
A im s  A n d  O b je c tiv e s  O f  T h e  Se lf -M a n a g e m e n t  C otirsf.
Positive Images - Positive Steps for Self-Management
Stress reduction by developing self-management skills or 
competencies
To increase individual’s perceptions that they are able to 
manage stress
To enhance participant’s abilities in order to manage stress 
through:
• being able to identify beliefs about themselves and their 
abilities
• being able to begin a process of changing behaviour 
patterns
• being able to use and practice the coping strategies of 
relaxation, imagery and visualisation
Title:
Overall Aim: 
Objectives:
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The self-management course has three phases, namely: conceptualisation, 
skills acquisition and rehearsal, and application and future-focus, as shown 
below. In developing the course, both literature pertaining to the content and 
to the process of developing skills and competencies was considered.
Se l f -M a n a g e m e n t  C ourse  P hases
Conceptualisation Phase:
Encouraging an awareness of the nature of stress and beliefs about their functioning, 
in order to understand the effect of these factors on emotions and performance. 
Examining stress in terms of a transactional model of stress, where the demands on 
the individual and resources available to the individual are viewed from the 
perspective of individual cognition and interpretation.
Looking at alternative options and behaviours in order to facilitate greater personal 
empowerment to deal with unhealthy stress.
Skills Acquisition and Rehearsal Phase:
Development and rehearsal of a variety of coping skills (e.g. problem-solving, 
cognitive restructuring, self-talk, relaxation techniques, and guided imagery).
Application, Internalisation and Future Focus Stave:
Consistently practising the techniques used during the course through the use of self­
monitoring and individual self-assessment of progress.
Proposing plans for the future (e.g. to establish support networks) in order to 
maintain the application of what was considered useful on the course.
A full outline of objectives for the course, session plan outline and presentation 
format is given in Appendix 1. The full course presentation including exercises 
and overheads is contained in Appendix 2. A resume of the sessions follows:
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S e s s io n a l  F o r m a t  A n d  C o n te n t  
Format :
A series of four sessions undertaken over four weeks with teaching, small group 
work, experiential exercises, personal task setting, individual feedback and the use of 
diaries and self-assessment procedures.
Session Titles and Content:
Session 1: Awareness of beliefs and behaviours
• Developing an awareness of stress
• Models of stress
• Understanding beliefs and behaviours
• Balancing demands and resources
• Deciding on priorities
Session 2: Establishing goals to action and behavioural change
• Commitment to action
• The process of change
• Breaking behaviour into manageable chunks
• Examining self-limiting cycles
• Developing a personal vision
• Mental and physical relaxation
Session 3: Skills, rehearsal and practice of visualization
• Self-management strategies
• Establishing new patterns
• Growing your personal vision
Session 4: Reinforcement and internalization
• Reinforcement and self-efficacy
• Support structures at work
• Personal plans for the future
What follows next, is a section emphasising how the components of the course 
link up with the literature.
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Components o f the Course
The survey of studies in the literature show a convergence of insights across 
diverse disciplines (e.g. medicine, psychology, sports science) on understanding 
the mind s role in influencing how things happen in the future. Viewing some of 
these aspects through the psychologist’s frame of reference leads to the 
underpinning of social constructionist ideas, social learning theory, and new 
mentalist perspectives which borrow ideas from physics (Coopenider, 1990). The 
idea of human action depending on the world as it is perceived rather than the 
world as it is, is central to this, as is the notion of individual interpretation and the 
role of suggestion in the process of healing (Frank, 1974). Furthermore, the 
statement by Seligman (1991) focuses the individual at the centre stage: “One of 
the most significant findings of the last twenty years is that individuals can choose 
the way they think". Within an organisational setting Srivastva, Fry and 
Cooperrider (1990) hold the view that organisations are affected by trends, 
dynamics, and occurrences for which there are no apparent ‘fixes’. Particularly 
pertinent then, in an age when systems are constantly changing and the 
dominant mode expects people to respond to such changes, is the need to utilise 
an individual s full potential. This formed the major thrust of the argument for the 
development of the content for this programme.
The course consists of four main sections: (1) awareness of beliefs and 
behaviours, (2) establishing goals to action and behavioural change, (3) skills, 
rehearsal and practice of visualisation, and (4) reinforcement and internalisation. 
As part of this there was the need to establish clear visualisation exercises using 
images, and opportunities to enhance the images with externalising principles 
e.g. group sculpting. The purpose was to examine a vision of 'who we are, how 
we are together and what we can do’.
Awareness of Beliefs and Behaviours affecting Stress
Literature highlights the significant role played by thoughts and beliefs, 
particularly illogical or unrealistic ones, in individual contentment and 
interpersonal communication. In the cognitive-behavioural model it is suggested
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that the way people think about a situation or about themselves will directly affect 
their affective and behavioural responses (Maysent & Spera, 1995). These 
authors suggest that thoughts are more easily reshaped than emotions and follow 
the line of altering the cycle so that thoughts lead to behaviours that lead to a 
change in emotional responses. Brigham (1994) presents a description of the 
ABC’s of stress in terms of antecedents, beliefs and consequences. In this 
description are (1) activating events which can be positive, negative or neutral 
occurrences which one defines as stressors , (2) beliefs acting as lenses through 
which the world is viewed (these may be ideas, thoughts, values, ‘tapes’, beliefs 
about self, perceptions), and (3) consequences are emotional and behavioural, 
physiological arousal. Borrowing from the work of Meichenbaum (1985) it was 
decided to look at when, how and why beliefs occurred, and their origins. 
Included in this was acknowledging how both ‘learned helplessness’ and ‘self- 
fulfilling prophesy might operate. The role of emotional responses to triggers’ 
and their effect was shown. Finally, skills such as positive self-talk were 
elaborated to show that individuals have the power to manage their own thinking. 
This section focused on identifying, challenging, and replacing cognitive 
distortions with more effective and realistic self-talk as a manner of reducing the 
impact of stress. The aim is to encourage positive self-appraisal and increased 
self-confidence as described by Jones and Stuth (1997). In this section it was 
noted that other skills to potentiate these effects, using imagery and based on 
Neck and Manz (1992), would be dealt with later.
Establishing goats to action and behavioural change
Within this section, priorities, values and goals are examined, and individuals are 
encouraged to keep a log-book of their achievements and self-evaluations. 
Essential to individual and organisational functioning is a sense of purpose based 
on a having a clear vision of one’s goals or destination. Covey (1992) suggests to 
‘begin with the end in mind’, meaning that by knowing where one is heading, one 
can better understand where one is currently, and ensure that the steps one 
takes are in the right direction. It is claimed that social existence is fundamentally 
structured by human values (Vaill, 1990). This author decries education and 
business management for being orientated towards technique rather than values.
He contends that the best leaders in organisations are able to delve deeply into
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themselves for inspiration, courage, and ‘spirit’. The spiritual aspects are 
described not as an individual holiness, but the feeling people have about the 
basic meaning of who they are, of what they are doing, and of the contributions 
they are making. Srivastva, Fry and Cooperrider (1990) consider that the values 
of appreciation and care are the basis of organisational action when they claim 
that people initiate because they care, and that they organise because someone 
or something matters.
The development of clearly articulated goals in this course, is based in part on an 
awareness of self-limiting behaviours and developing a sense of perceived 
control (i.e. breaking up tasks into manageable ‘chunks’). Goals are linked to the 
development of a personal vision for the individual and their work.
Skills, rehearsal and practice of visualisation
The process of outlining ‘stress’ and examining the imbalance between 
demands’ and ‘resources’ leads directly to the presupposition that something can 
be done to bridge the ‘resource gap’. Although the programme acknowledges the 
inter-relatedness of the person in their environment, the main aim is to change 
the unhealthy cycles and unproductive responses about which the individual can 
do something. The course highlights ways to counter mental, physical and 
emotional reactions to stressors using self-management techniques.
This section deals with the visual images and internal conversations that affect 
individuals’ responses to the external world, in particular to situations that; are 
stressful or concerning. For example, to counteract negative mental stress, one 
of the reframing strategies used was mental imaging (Munz, Huelsman & Craft, 
1995) or the running of ‘internal videos’. Overall, findings in clinical psychology 
suggest that positive mental imagery can enhance performance for a wide range 
of individuals (Neck & Manz, 1992). Mental imagery is described as one of the 
most widely researched cognitive techniques used in athletics and sports science 
(Jones & Stuth, 1997) and is slowly working its way into the management 
literature (Ainsworth-Land, 1991; Cooperrider, 1990; Wheatley, Maddox & 
Anthony, 1989). The idea of a person perceiving and creating a mental 
warehouse of imprints without necessarily being aware of what is happening is
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contained in the work of Ainsworth-Land (1991) who suggests that images are a 
part of, rather than apart from, a person’s reality. In a review of the use of 
imagery in therapy, Hackman (1998) suggests working with imagery rather than 
pure mental thought, since images condense a great deal of information and 
reveal idiosyncratic layers of meaning. Gelder (1998) proposes that visual 
imagery plays a part in what is conceptualised as ‘meta-cognition’, the beliefs 
and actions concerned with regulation and interpretation of a person’s cognitions. 
Imagination is seen by Assagioli (1965) as a vital human capacity which, in the 
function of evoking and creating images, is seen to be one of the most important 
and spontaneous active functions of the human psyche, both at the conscious 
and unconscious level. A number of authors have shown how, through using the 
imagination one can deal with both debilitating past experiences as well as work 
towards positive future occurrences (Layden, 1998). To quote Brigham (1994):
The way in which one believes is essentially one’s window on the world, 
one’s world view or world image. When one changes beliefs, one 
changes images, so it follows that when one’s image of a situation 
changes, one’s feelings change and one’s body changes accordingly.
Academic and practical texts have been written about the uses of visualisation 
and imagery in the fields of medicine (Brigham, 1994; Hammer, 1996; Stephens, 
1993), personal development and well-being (Black, 1994, 1996; Goleman, 1995; 
Graham, 1990, 1995, 1996; Shone, 1984), sales (Mills, 1996), sport science 
(Jones & Stuth, 1997), and organisations (Cooperrider, 1990; Neck & Manz, 
1992; Maw & Maw, 1995; Wheatley, Maddox & Anthony, 1989), including 
suggestions and metaphors for use in visualisation (Hammond, 1990). Individuals 
and organisations are guided in their actions by anticipation of events. Dainow 
(1998) presents a framework for using visualisation as part of a training package 
in organisations and proposes that ideas or thoughts form an image or blueprint 
which guides action. Cooperrider (1990) suggests that, in affirming systems, 
positive knowledge acts like a cinematic projection on a screen. Through the 
awareness of confident expectations, the person’s actions in the present are 
energised and intensified. Visualisation as defined within the framework of brain 
dominance theory, highlights the use of the right hemisphere in imagery
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generation (Stephens, 1993). With imagery energy is generated by purposefully 
evoking mental images and focusing on a goal directed task. Such imagery might 
be process or result focused, both of which include a state of positive expectancy 
(Vines, 1994). Within the context of the course programme, mental imagery was 
a theme which ran through the sections, although specific visualisation exercises 
were given once the initial concepts had been explained. The distinction was 
made between physical relaxation and mental relaxation, and the role of 
biofeedback was outlined. Participants were encouraged to explore the manner 
in which they responded physiologically to images (e.g. an imaginary scenario in 
which they selected and tasted a lemon).
Issues of personal creativity in managing stress were also touched upon. Claxton 
(1997) suggests that we need to adopt a different view of the mind as a whole 
that embraces sources of knowledge that are less articulate, less conscious and 
less predictable. He seeks a relief from the questing, restless attitude of mind and 
looks to research on brain latéralisation of function to help us to proceed to a 
balanced awareness of ourselves and our actions, with the ability to gain from 
reflective activities. He criticises the new psychological technology to 'tap' the 
right hemisphere using, amongst other means, visualisation, if this does not alter 
the attitude of mind. Price (1997) echoes the call for reflective practice within the 
NHS calling for people to reflect on their activity, personality, and dialogue with 
others. Within the final section of the programme, innovative and creative ways 
for staff to develop their own support structures was explored. This 
acknowledged that the individual existis within an organisation, with the 
importance of the reciprocal influences and the issues of staff support and 
supervision.
Reinforcement and internalisation
A number of techniques included in the programme had been used in a variety of 
settings previously, with successful outcomes being suggested by the literature 
as well as from personal experience of attending workshops. The concept of 
reinforcement and self-efficacy is central (Bandura, 1995), and encompasses the 
four main influences on people's beliefs: (1) mastery experiences, (2) vicarious 
experiences, (3) social persuasion, and (4) physiological and emotional states.
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The observation is made that information that is relevant for judging personal 
efficacy is made significant by cognitive processing. Cognitive processing affects 
goals which people set for themselves, which are shown to be higher the 
stronger the perceived self-efficacy (Bandura, 1995). Associated with this, Neck 
and Manz (1992) outline a model of thought self-leadership based on social 
learning theory and reinforcement, which links self-efficacy with performance, 
mental imagery and self-talk.
Beliefs
Scripts
Self Talk Emotional State
i T
Mental Imagery —► Thought Patterns
Perceived Self-Efficacv
Performance
Figure 1.
Comprehensive Thought Self-Leadership Model (Neck & Manz, 1992)
This model encompasses the influence of beliefs, thought patterns, emotions, 
and scripts, and uses specific cognitive strategies similar to those outlined above. 
It includes the larger Vision’ for the individual and organisation described as 
‘future perfect thinking’. This model can be usefully applied to self-management 
for staff dealing with stress, and underlines the major themes contained in the 
four sessions of the current course, (i.e. awareness of beliefs and behaviours; 
establishing goals to action and behavioural change; skills, rehearsal and 
practice of visualisation, and reinforcement and internalisation).
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To facilitate the final step in the programme, that of internalisation and
reinforcement, regular practice of the techniques was recommended to the
course participants. In order to facilitate this and to ensure that opportunities for
regular practice and reinforcement of the visualisation exercises were available,
a set of visualisation exercises was given to the participants. This set of
visualisation exercises was recorded on to an audio casette tape to allow for
easier presentation. A copy of this material has been made on a compact disk,
and is presented in the portfolio as a special appendix attached to the back 
cover.
The following section will describe the manner in which the course was run with 
different groups of participants, including the need to hone the course to show 
how the theoretical and practical components fit together clearly.
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EXPOSITION : RUNNING AND REFINING THE PROGRAMME
After compiling the course content, and putting together the workshop exercises, 
the programme was run as a prototype course with the purpose of offering staff a 
new perspective on the theme of ‘Positive Images - Positive Steps’, for World 
Mental Health Day, 1997. Following the response to this initial pilot course it was 
decided to develop and refine the course, to gather information about its 
effectiveness, and to evaluate its applicability as a stand-alone course of varied 
duration. This was undertaken with the course being presented to different 
groups of people.
Initial Implementation
Participants in the Initial Stage of Running the Course
There were 72 participants in total who attended the programme during its initial 
development. Groups of participants included people with senior management 
functions (managing directors, service managers), health professionals from a 
number of disciplines (medicine, nursing, physiotherapy, psychology, play 
specialists), and sales and marketing representatives. The groups’ composition is 
outlined below:
Health Service and Directorate M anagers in a  Trust (N = 17)
Practitioners in Child Developm ent Centres in the N H S (N = 15)
Multi-national C om pany M anagers &  Sales Representatives (N =13)
Clinical Psychologists within a Children’s Hospital Trust (N =12)
Senior Practitioners from a num ber of N H S  settings (N =15)
The course was run with these groups with minimal variation in content and
delivery, but with some difference in duration. A prime motive in presenting the
course in different contexts, with a variety of participants from assorted 
backgrounds was to assess the general applicability of this course. It was aimed 
to ascertain the perceived relevance of a programme to promote self­
development and enhanced well-being particularly using visualisation techniques.
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The last four groups in this initial implementation phase were asked to complete 
course feedback forms (see Appendix 5 for forms and participant ratings), in 
order to gain some idea of what they thought about the course (N = 55). These 
consisted of a mixture on ratings of aspects of the course as well as open-ended 
questions. Other means of gathering participants' views were also used, such as 
formal and informal discussions (e.g. focus group meetings, individual 
discussions) and information from neutral third parties (e.g. directorate 
managers, managing director, clinical specialists) who approached delegates for 
their comments and views after the course.
This simple evaluation was limited by the following factors: response bias with 
forms being returned by 49 out of 55 participants, where the likelihood exists that 
participants who liked the course were those who responded, thereby producing 
biased results; and the lack of any pre- and post evaluations using outcome 
measures based on what the course aimed at achieving. Despite these factors, 
some delegates clearly liked the course, and it was felt that further work on 
examining the course and its effects would be worthwhile. Although obtaining this 
form of feedback was a step in the right direction, the use of standardised 
measures to perform a more structured assessment of the course was indicated. 
It was, therefore, important to undertake a more rigorous evaluation using pre-, 
post and follow-up assessments of participants attending the course. The 
evaluation of the course using pre-, post and follow-up measures that followed a 
single group is outlined later in this document.
Critical Factors and Issues 
Human Resources
Whilst developing the course, there was acknowledgement that the presenter’s 
experience and skills would have a direct impact on the course. Additionally the 
ease of presentation and confidence in presenting would be further non-specific 
factors which might affect the evaluation. Having a psychologist present would 
cover emotionally sensitive situations which might arise and facilitate movement 
of individuals with underlying problems to suitable agencies. For the course to be 
extended there would be a need for course presenters or trainers to be inducted 
into the programme. This could be done by using co-presentation, or a cascade
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model by which participants on one course could be trained to take on 
components of the course during future programmes. Comprehensive training of 
the trainers would need to be undertaken. The question arose of whether the 
presenter being a member of the organisation in which the course was taking 
place was important. This may be particularly relevant if the psychologist was 
working closely with a particular team, as opposed to being an ‘external 
consultant’. Prior knowledge and reputation may have both a positively 
predisposing effect, or it may devalue the material. A negative response may be 
connoted as 'a prophet is never known in his own land’! Alternatively other 
dynamics may be in place within the teams or Trusts, which it may or may not be 
helpful for the course directors to know about.
Material Resources
In the long term, it would be desirable to have a course package developed with 
a trainer’s manual and participant’s workbook together with appropriate resource 
materials (e.g. video, audio cassette tapes, acetates and interactive software), so 
that the course could be delivered by other suitably qualified and experienced 
people who may come from a variety of disciplines, but should include a 
psychologist for the reason described above.
Management Agreement
For the continuation of a programme within any organisation, the support from 
the top levels of administration is critical. The interest and agreement from senior 
management might be reinforced through a seminar for directors and business 
managers. The presence of these decision makers at a course, either as 
participants or to introduce the course presenters to the members of the teams or 
organisation at the beginning of the programme would serve as a clear 
endorsement. Keeping the ‘key players’ informed serves to facilitate resources, 
time and engaged participants.
Internal Marketing
Ways of announcing the programme, advertising the opportunity it offers to staff,
and its potential benefits are crucial to a programme which consists of voluntary
participants. The concept of ‘marketing’ of psychological services is likely to be
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an issue upon which opinion is divided. Past experience has shown that, even in 
settings where there is an expectation of involvement by all staff, there are those 
who are reluctant to attend, for whatever reason. Careful awareness raising and 
‘priming* the system through interesting and creative leaflets, flyers and mail­
shots can be helpful. The most important question which course organisers need 
to answer is “What is in it for me?”, that is to point out clear and observable 
benefits which arise from attending the programme.
Administration
Clerical and administrative back-up for mailings, telephone contact, printing, and 
such matters are critical in the smooth operation of the programme. Secretarial 
and technical support for sending and receiving confidential questionnaires, using 
databases to process the data etc. is a great advantage.
Programme Format
The programme is intense in the way in which concepts are examined (to show 
links with patterns of thought and behaviour), experiential work is done (using 
exercises and techniques), and practice is required. It may be possible to vary 
the length of sessions, offering time for practice and discussion, and dividing the 
programme into a series of consecutive workshops at regular intervals. If the time 
between sessions were to be too long, it runs the risk of participants forgetting 
the conceptual threads that hold the programme together.
Attitude of Participants
It may be necessary to remind participants that, as with learning any new skills, 
time and practice are required. Exposure to new methods and techniques within 
the workshop sessions may be seen as the building blocks for personal 
development. However, to successfully alter entrenched patterns of thought and 
behaviour and to experience enhanced effectiveness and altered lifestyle and 
benefits needs hard work! This assertion needs to be made, as the programme is 
not a ‘quick fix'.
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F oIIow-ud
Embedding the programme within an organisation by having it as a part of the 
‘Investors in People’ framework, or in a ‘Continuing Professional Development’ 
forum may serve long-term staff development functions. Ongoing evaluation in 
the form of a longitudinal research project would offer benefits for the members in 
the organisation as well as the course developers, through opportunities for 
regular feedback of success or difficulties in taking the concepts forward 
practically. Having an regular review meeting with participants to assess changes 
in awareness, attitudes, beliefs and behaviours and their implications in the 
organisational context could lead to consolidation and growth in a way which a 
stand-alone programme would not be able to achieve. With appropriate research 
evaluation over time, recommendations could be made as to the impact and 
applicability of such a training programme.
The final section will examine outcome using the results of the evaluation of a 
single group workshop based on pre-, post and follow-up assessment at one 
month. The evaluation of the course that was undertaken used standardized 
measures to establish the usefulness of the course in satisfying the training 
course aims and objectives as outlined below.
O u tc o m e  E v a l u a t io n
The outcome evaluation aimed to assess whether the goal of providing a self­
management course that enables participants to manage stress more effectively has 
been achieved.
Outcome: An integral part of the course involves participants being assessed as to 
whether individual change has taken place within the work context, 
whether they have developed their awareness about personal stress, and 
whether they have gained confidence in using some self-management 
approaches for dealing with stressful situations.
Evaluation: Measures used before and after workshops: Perceived Stress Scale, Work 
Environment Scale, General Self-Awareness Questionnaire
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EVALUATION : COURSE PROGRAMME ASSESSMENT
Reason for Evaluation
Evaluation of the course is important for assessing the benefits of running the 
course - for the participants, for the trainer, and for the organisation in which 
the training takes place. Evaluation of training may have benefits in terms of 
quality control, training design, and professional esteem. Evaluation forms an 
important feedback loop in the continued process of development and 
refinement, as part of a training cycle (Spilsbury, 1995) as shown in figure 2.
Reaction to, and learning from 
the training
Transferring training to 
the workplace
Design, preparation and delivery 
of training
Evaluating the impact 
on the organisation
Identification of training need
Measuring positive 
effects
Figure 2: A Training Cycle (Spilsbury. 1995)
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Goals of the Evaluation
The aim of conducting an assessment was to ascertain the effectiveness of the 
course. Concrete goals were delineated, and measurement of these objectives 
was identified. A group who took part in the course over four sessions was 
followed and assessment was undertaken before the course, at the end of the 
course, and after a follow-up period. As described earlier regarding the initial 
implementation of this programme, the courses showed that whilst some people 
liked the course more than others, it was not clear whether competencies were 
improved in their working context, or whether there was a decrease in stress. The 
aim of the assessment outlined below was to examine the effects of the course 
more thoroughly by evaluating whether to goals of the course were met. These 
points will be covered in the results and discussion sections.
GROUP EVALUATION GOALS
Measurement was based on the following goals for the group attending the course 
Main Evaluation Goal for the Course:
To assess whether or not the course develops self-management skills and 
competencies that lead to a reduction in stress.
Additional Evaluation Goals:
To assess whether there has been a decrease in individual’s stress levels
To assess whether participants’ abilities to manage stressful situations have been
enhanced, and whether, following the course, individuals
• have developed a greater awareness about themselves (e.g. beliefs and 
abilities)
• are better able to use cognitive strategies to change behaviour patterns at work, 
and
• practice and use relaxation, imagery and visualisation techniques
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Participants and Method
The final sample upon which the pre- post and follow-up evaluation was 
undertaken comprised 12 participants. The participants were members of staff 
working at a school and national resource centre for children with physical and 
movement related disabilities. Initial expectations were that 21 members of staff 
would take part in the full course. Three did not attend due to changes to their 
work schedule. Of the 18 participants who attended, 15 attended all the sessions, 
and 12 submitted completed questionnaires that made up the pre-, post and 
follow-up assessment protocols. If any of the questionnaires were not completed 
fully, the participants were excluded from the evaluation. Two of the three 
individuals who did not attend the full course and who were excluded, were 
absent due to illness, and one could not attend due to transport difficulties. It is 
not possible to differentiate characteristics of the three delegates who did not fill 
in all the required questionnaires. Staff who undertook the course came from a 
variety of disciplines and included teachers, physiotherapists, educational 
assistants, speech therapists, conductive education specialists, and 
administrative managers. The age range of the sample was between 25 and 57 
years, and all participants were female.
It was agreed that the participants would have complete confidentiality, which 
included the fact that any identifying information was not requested (see 
Appendix 4). Questionnaires were numbered to enable comparison of the pre-, 
post and follow-up measures.
What follows, is a description of the measures and the results of the evaluation 
on the group of 12 participants. It should be acknowledged that the results need 
to be seen in the light of a number of limitations, firstly the sample size is small, 
secondly, there is a lack of a control group, and thirdly the follow-up period is 
relatively short. As such, results need to be interpreted with caution.
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Measures
Assessment was undertaken over time on three occasions, prior to attending the 
course, upon completion of the course, and at a follow-up a month following the 
end of the course.
The Perceived Stress Scale (Cohen et al.. 1983)
The Perceived Stress Scale was designed by Cohen et al. (1983) to measure the 
‘degree to which situations in ones’ life are appraised as stressful’. The scale 
consists of 14 items that are self-administered and take five to ten minutes to 
complete. Items are scored from 0 to 4, with some items scored in the reverse 
direction and can range from a total from 0 to 56 -  higher scores indicate more 
perceived stress. The internal consistency, as assessed by Cronbach’s alpha is 
reported to be 0.75, with the test-retest reliability between 0.55 and 0.85. The 
authors quote the scale mean score from a stratified random sample to be 19.62, 
with a standard deviation of 7.49 and a range of between 0 and 45.
The Work Environment Scale (Moos. 1984)
The Work Environment Scale consists of 10 subscales that measure the actual, 
preferred, and expected social environments of work settings. These 10 work 
environment scale subscales assess three underlying sets of dimensions: 
relationship dimensions, personal growth (or goal orientation) dimensions, and 
system maintenance and change dimensions. The scale consists of 90 items to 
which the respondent is asked to respond affirmatively or negatively. Responses 
are scored using a template, which separates scores into subscales, from which 
standardised scores are then plotted on a graph. The means and standard 
deviations for general and health care work groups are given in the manual, as 
well as tables for the conversion of individual and group scores. The author 
reports internal consistency, as assessed by Cronbach’s alpha, to be within the 
range of 0.69 and 0.83.The scale has been used to assess work climates for 
individuals and groups of employees, and has also been used to compare 
individuals and groups (e.g. staff teams with senior executives). The work 
environment scale subscale descriptions are given below:
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Work Environment Scale Subscales
1. Autonomy:
How much employees are encouraged to be self-sufficient and to make 
their own decisions
2. Claritv:
Whether the employees know what to expect in their daily routine and 
how explicitly rules and policies are communicated
3. Coworker Cohesion:
How much employees are friendly and supportive of one another
4. Physical Comfort:
The extent to which the physical surroundings contribute to a pleasant 
work environment.
5. Managerial Control:
How much management uses rules and procedures to keep employees 
under control
6. Innovation:
The emphasis on variety, change, and new approaches
7. Involvement:
The extent to which employees are concerned about and committed to 
their jobs
8. Supervisor Support:
The extent to which management is supportive and encourages 
employees to be supportive of one another
9. Task Orientation:
The emphasis on good planning, efficiency, and getting the job done
10. Work Pressure:
The degree to which high work demands and time pressure dominate 
the job milieu
Relationship Dimension Subscales: 3,7,8
Personal Growth Dimension Subscales: 1, 9, 10
System Maintenance and Change Dimension Subscales: 2,4,5,6,
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General Self-Awareness Questionnaire
This measure was specifically designed for the evaluation of the main areas that 
the course aimed to influence. These were (1) personal awareness of beliefs, 
thoughts, emotions and behaviours, and (2) individual strategies that might be 
used to ameliorate the effects of stress. The main focus was to examine whether 
participants were better able to identify beliefs about themselves and their 
abilities following the course, and whether they were able to begin a process of 
changing behaviour patterns that they identified as causing difficulties. 
Furthermore, it was aimed to assess whether they were using individual 
strategies for managing stress more following the course (i.e. practicing the use 
of relaxation, imagery and visualisation).
The questionnaire is divided into two sections, the first on awareness, and the 
second on strategies. The measure was given as an initial pilot of its use, for 
future development and refinement. The total score for each section of the 
questionnaire is given, with the possible scores for awareness being between 0 
and 32, and possible scores for strategies being between 0 and 40 (with some 
items scored in the reverse direction). Higher scores indicate greater awareness 
and greater use of strategies.
In its current form, the general self-awareness questionnaire can be considered 
to be a prototype instrument, upon which further work needs to be undertaken 
with a large sample of participants to refine it (e.g. factor analysis), and in order 
to establish its psychometric properties (e.g. the evaluation of reliability and 
validity).
It should be noted that reliability analyses were not performed on the measures in 
this sample, although this would be advisable when undertaking formal research.
Statistics
T-tests were performed for each of the numeric scores completed by the 
participants before and after the experience, and analysis of variance was 
undertaken using the statistical package for the social sciences (SPSS).
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Results
Results of the evaluation are given below. The comparison of pre-, post, and
follow-up assessments will be described according to the measures given.
P erceived Stress Scale
The individual participants' scores on perceived stress are shown in Table 1.
These represent scores before the course (pre), immediately after (post) and
after one month (follow up).
The results of the analysis suggests the following:
(1) The group mean scores fall from a score of 23.9 to 21.6 from pre to post 
stage and remains relatively stable at follow up at 21.8 (Figure 1).
(2) Changes in scores from pre to post and pre to follow up are not statistically 
significant with p = 0.175, and p = 0.148 respectively, although they are in 
the right direction (Table 6).
(3) Further analysis on a selected item of the post measures, shows a 
significant negative correlation (r = -0.719) between the Perceived Stress 
Scale and the Awareness section of the General Self-Awareness 
Questionnaire (Pearson’s moment correlation coefficient p<0.01; Table 7).
122
TABLE 1 : PERCEIVED STRESS SCALE senPF»
raiticipam
1 27 31 31
2 26 24 23
3 28 22 23
4 18 23 17
5 23 22 19
6 20 15 22
7 28 19 20
8 23 23 27
9 17 23 20
10 18 12 16
11 34 32 29
12 25 13 15
MEAN = 23.9 MEAN = 21.6 MEAN = 21.8
S.D. = 5.09 S.D. =6.22 S.D. = 5.07
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The Work Environment Scale results are summarised in the form of graphic 
displays of the 10 subscales (Figure 2). Higher scores do not necessarily 
indicate improvement, as can be seen from the subscale descriptions. The 
individuals’ standard scores are shown in tables 2, 3, and 4. These scores 
have been converted to group scores according to the manual, which then 
appear as group scores (pre-, post, and follow-up) in figure 2. Results are:
(1) Changes in scores on the subscale of ‘Innovation’ from pre- to post, and 
from pre- to follow-up, are statistically significant at the levels of p=0.017, 
and p=0.008 (two-tailed). From post to follow-up changes are at p=0.057 
(two-tailed). All are measured by the T-test (Table 6).
(2) Changes in the scores on the subscale of Peer Cohesion’ from pre- to 
follow-up, and post to follow-up are statistically significant at the level of 
p=0.047 and p=0.031 (two-tailed) as measured by the T-test (Table 6).
(3) There was an increase only in individuals’ scores on the subscale of ‘Work 
Pressure’ from post to follow-up, which was significant at p=0.018 (two- 
tailed) as measured by the T-test (Table 6), with the group mean score 
remaining the same.
(4) Changes in the work environment subscales ‘Innovation’ and ‘Peer 
Cohesion’ are confirmed by the Analysis of Variance which gives a 
statistical significance of p=0.002 and p=0.027 respectively (Table 6).
(5) A change in the subscale of ‘Supervisor Support’ between post testing and 
follow-up testing indicates an increase, which, although not at the required 
level of statistical significance (p = 0.075), is of interest (Table 6)
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G eneral Self-A wareness Q uestio n n a ir e
The scores for each participant are shown in Table 5 (General Self-Awareness 
Questionnaire Scores: Awareness Section, Strategies Section, and Total). Higher 
scores indicate greater awareness and greater use of strategies. The summary of 
results are:
(1) Changes in scores on the awareness section from pre- to post, and from 
pre- to follow-up are statistically significant at the levels of p=0.008, and 
P=0.030 levels respectively (two-tailed) as measured by the T-test (Table 
6).
(2) Changes in scores on the strategies section from pre- to post, and pre- to 
follow-up are statistically significant at the p=0.000 level and p=0.018 
respectively (two-tailed), as measured by the T-test (Table 6), indicating a 
rise in the use of strategies at post and follow-up.
(3) Changes in scores on the total General Self-Awareness Questionnaire 
from pre- to post, and pre- to follow-up are statistically significant at the 
p=0.002 and p=0.021 level respectively (two-tailed), as measured by the 
T-test (Table 6).
(4) Changes in the total score on the General Self-Awareness Questionnaire 
the awareness section, and the strategies section are confirmed by the 
Analysis of Variance which gives a statistical significance of p=0.001, 
p=0.004, and p=0.000 respectively for these changes (Table 6).
130
3
7
5
5
3
2
4
3
4
9
2
6 CO
CO 3
0 CN
CO CO 2
8
3
5
3
5
.9 CO
CO
F
-u
p
2
2
3
0 O)
2
3
2
4 CO in m LOT— Is- CO
1
8
.3
5
.3
LO
2
5 CO
2
0
2
5 CO CO m h- h- V—
2
2
1
7
.6 cq
4
0
4
4 CO
CO 'sT 5
0 m
CO 3
5
2
9
3
7
4
0 CO
CN 4
4 oCO
CO 6
.5
P
o
s
t
2
4
2
4
2
0
2
3
2
5 m CO LO O) CO
i
O) CO
1
9
.7 CO
CO
(O
2
0 CO CO
x— 8 2
0 N •N- CO
2
4 O) 2
6 COCO
T - in'
CO
2
4
2
8
2
2
2
9 N-
CN
T—
CO 2
9
8 3
0
2
8
2
6
.1
4
.8
P
re CO CO M" LO CN CO
T—
CO LO <o Tf LO CN COCO
cq
£ ■ 1 o  •sr !O  iCO 1O  iCD 'f  ;CD «CO 'CO 1m  's : 12.3 CO
Pa
rti
ci
pa
nt
N
o. V" <N C•o  ' »  1o  cD |<1 <»  <»  \ D  ir- i
r - < 
r- i
-  iI:3d
CD co
N CO
CO N
CO CD
CO CO
cm" CO
T“
E ? ?
GL CL LL
m m □
 __   l.lLf ......di.iL i ___.1   !
S9JOOS
TA
BL
E 
6:
 
IN
FE
RE
NT
IA
L 
ST
AT
IS
TI
CS
 
- 
ON
E-
W
AY
 
AN
OV
A 
AN
D 
T-
TE
ST
 
AN
AL
YS
IS
§ :
i
Q.
I
£L
s
I
d>
3 00 CO
CD CM
> O
H
<D
3 co
<0 LO
>
t -
CL
en 05
co
00 CM
d d
CL
£L
00
CO
CO
G
00
o
LU
g
O
oo
oCL
LO 05 05
h - LO CMo LO 'Sf
o o o
LO
a
o
LO
CZ)
CZ)
h»
3
O
M
O
d
00
d
CM
§
d
§
d
oo
co
oo
CM
d
oor".
O
O)
CM
LO
CO
coO)
o
go
d
00h-
00
* * *
o 00 T-
00 T- 0M
o o o
o o o
00co
ms
d
9
E
oO
* * *
00 o CM
o o o
q o o
o o o
g
00
3O
d
1
O
o
o
ib
§
o
d
CM
I
00
§
00
o
I
8
sig
nif
ica
nt
 
at 
p 
< 
0.0
5 
or 
be
tte
r 
-(t
wo
-ta
ile
d)
TABLE 7: INFERENTIAL STATISTICS
PEARSON’S PRODUCT MOMENT CORRELATION : SELECTED 
ITEM
Pearson’s Product Moment Correlation
Post Measures PERCEIVED STRESS SCALE
GENERAL SELF-AWARENESS 
QUESTIONNAIRE
AWARENESS SECTION - 0.719
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Group D ata  Compared T o Head
Other possibilities for examining the data include the comparison of scores 
between groups and also, within the same organisation, between the group and 
particular significant members of the organisation such as managers, heads of 
corporations, vice presidents etc. These are described by Moos (1994) who 
suggests that this offers a clear manner of differentiating between the 
perspectives of individuals, and that comparison over time and between 
individuals can be useful for organizational development and individual 
feedback.
Where scores of individuals and the group are compared, the group means are 
converted back to the standard scores, according to the Work Environment 
Scale manual. These can be cross-referenced to table 2, showing the mean of 
the individuals’ standard scores.
When examining the profile of the Work Environment Scale it can be observed 
that the group pre- course scores when compared to those of the head generally 
follow the same line, with the exception of the subscale of innovation (Figure 4). 
The head did not attend the course. Follow-up scores of the group when 
compared to the head indicate that the gap has narrowed (Figure 5).
Future work might be usefully undertaken to examine such discrepancies and 
changes over time, although this falls outside of the framework of the current 
report.
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Discussion o f  Results
The aim of the evaluation was primarily to ascertain the effects of attending the 
course. The goal of the course was to develop self-management skills and 
competencies that lead to a reduction in stress. The specific areas of interest that 
were examined were: individual perception of stress, abilities to manage stress in the 
working context or environment, and personal functioning relating to the self­
management of stress. Self-management skills examined related to self-awareness 
and the use of particular techniques to manage stress (i.e. being able to identify 
beliefs and behaviour patterns, and to use of strategies of relaxation, imagery and 
visualization). Results obtained in this small sample, without a control group and with 
a relatively brief follow-up, need to be examined cautiously. However these show 
that there were changes in all three areas. In view of the nature of the sample, the 
content of the course, and the measures used, this evaluation can at best be 
considered as a basic framework of how such an evaluation might be conducted, 
with further refinements and developments being indicated for future such 
evaluations. It is recommended that this exploratory examination of the impact of a 
self-development course be extended, and that a synthesis of theory, application and 
evaluation be carried out over a sustained period of time.
Perceived stress of the participants decreased in the right direction, although this 
was not statistically significant. The group's mean scores also indicated decreased 
stress, which remained stable at follow-up. The choice of the, Perceived Stress Scale 
(Cohen et al., 1983) was made since this scale focuses on the appraisal of stress. It 
might be predicted, therefore, that following this course individuals would have learnt 
to examine and re-appraise the situation in which they found themselves. In view of 
the questionnaire items focusing on thoughts and feelings over the preceding month, 
a longer follow-up period may be indicated.
An examination of selected items considered to be relevant to changes in stress, 
revealed a negative correlation (r = -0.72) on the post test scores between perceived 
stress and general awareness, which was not unexpected. Greater general
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awareness and understanding about personal functioning and stress may lead to the 
person’s re-appraisal of stress, resulting in a perception of stress as being lower. 
This interpretation would suggest that the course may have contributed to such a 
response. However, awareness of stress may have the opposite effect, in that 
participants may be primed to take more notice of stressful situations, and may be 
inclined to report the occurrence of more rather than less stress.
The work environment scale was used to assess whether individual change has 
taken place within the context of work. The work environment scale taps three 
dimensions (1) relationship dimensions, (2) personal growth dimensions, and (3) 
system maintenance and change dimensions (Moos & Billings, 1991). The results 
obtained here suggest that changes have taken place in two of these dimensions. 
With respect to relationship dimensions, the scores on the subscale ‘peer cohesion’ 
increased in the pre to follow-up and post to follow-up testing. It would appear that 
the extent to which employees are friendly and supportive of one another has 
changed for the better. This may be partly due to the nature of the course with a 
focus on interpersonal relating, beliefs about oneself and others, communication, 
and examining personal and organisational visions. The group experience of sharing 
time together in an atypical manner and being engaged in a novel joint encounter, 
might also have impacted positively on this dimension.
Of particular interest is the subscale ‘innovation’, within the group of subscales 
denoting system maintenance and change. Innovation scores increased significantly 
at post testing and continued to do so at follow-up. Within an environment of a 
specialist centre for children with physical and mobility problems one might anticipate 
the need for innovation and creativity in dealing with this population. At the same 
time, the requirement of clear protocols, administrative work and individual treatment 
plans might at times lead to less innovative working. Perhaps having the opportunity 
to re-examine their own skills and capacities and consider opportunities for 
promoting self-affirmative processes in their day-to-day practice resulted in a raised 
score on this subscale.
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Another observation regarding arising from the work environment scale, concerned 
the significant increase in the sub-scale ‘work pressure’ from the post testing to the 
follow-up testing (p = 0.018). An increase in this area of pressure at work could be 
associated with an increase in stress, but this was not the case, as the relatively 
stable stress scores over the same period indicates. One may question whether 
attendance on the course acted as a buffer against the possible impact of work 
pressure increasing stress.
It would be interesting to consider how a course that emphasizes an examination of 
beliefs and uses creative visualization techniques may influence the personal growth 
dimensions as indicated by the work environment scale. When examining the 
content of these subscales more closely (i.e. autonomy, task orientation and work 
pressure), they did not show significant movement. However, the features that the 
were considered to make up personal growth on the course (i.e. awareness skills 
and strategies to manage stress) were quite dissimilar to the items on the work 
environment scale. These features, which were considered to be important, were 
measured using the general self-awareness questionnaire.
Related to this, it is evident from a comparison of the work environment scale of staff 
attending the course with that of the head of the organization (who did not attend the 
course), that innovation is a distinguishing feature. In the pre-test assessment, there 
is discrepancy between the staff group and the head on ‘innovation’. Following the 
course this discrepancy is far less marked. Although this is of interest, it is not 
possible to assess the co-variation over time, since the head completed the measure 
on one occasion only. It is interesting to note that the environment has undergone a 
great deal of refurbishment and further expansion is underway. These plans are 
clearly communicated and the staff are actively engaged in fundraising and making 
personal contributions to improvements on site. The vision of the head in promoting 
this centre as one of excellence is clearly articulated and staff appear to share this 
future orientation. Changes in innovation might reflect something of an increased 
awareness of the shared vision and clear aspirations in a school which has just 
received the OFSTED inspection accolade of a ‘beacon school’.
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The General Self-Awareness Questionnaire section on awareness focused on 
personal awareness of beliefs, thoughts, emotions and behaviours as well as 
strategies to deal with stress. The increase in self-awareness was significant for both 
sections of the questionnaire; the greater degree to which thoughts, feelings and 
behaviours were considered, and the increased use of cognitive strategies and 
relaxation and imagery techniques. Such an increase may have taken place simply 
as a result of having a chance to consider these features of day-to-day encounters, 
although the score continued at follow-up. The reported use of specific strategies to 
diminish stress through taking part in relaxation, guided imagery and visualisation 
also increased at post assessment. The continued use of these strategies is 
important, as is the consideration that participants may share their experiences of 
using these techniques following the end of the course. In view of the emphasis 
placed on practice and continued use of strategies to diminish stress through using 
relaxation and imagery, this is of relevance, especially within a highly pressured 
environment. The likely influence of peer-support and social support groups (possibly 
within the work setting) to maintain these health-promoting activities, may be one 
way of continuing the use of these strategies. Although the work environment 
subscale of ‘supervisor support’ did not alter significantly during the course, it is of 
interest that from post to follow-up the change on this scale was nearly significant at 
p = 0.075).
In view of the aim of the course to reduce stress by developing self-management 
abilities, it would seem that preliminary indications in this small sample show that this 
has been achieved, with some changes in these dimensions being statistically 
significant. The goal of changing behaviour patterns and using strategies of imagery 
and visualisation could be considered to be partially successful. However, it is 
indicated that the maintenance of such relatively new habits could be facilitated 
through embedding these over a longer period, perhaps with peer-support groups 
being one option. Despite the limitations of such a small sample, the evaluation has 
pointed to a number of features that would usefully be examined in future research 
(e.g. use of a control group, longer follow-up period). Further collection of evidence
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and reporting on data such as sickness absence, staff retention, and productivity 
would also be useful over the long term.
General Discussion
The project reported in this paper was developed as a particular type of programme 
to enhance human potential within the workplace. The training was described, 
examined and evaluated as a small pre-, post and follow-up study of a practical 
application for use with groups of staff. This type of evaluation is of interest since 
Rosti and Schipper (1999) comment that training is commonly simply evaluated 
through the reaction of the participants to the training. Such evaluations provide little 
substantive information regarding the effectiveness of the training. Therefore, the 
current examination of self-management training aimed to extend into a more 
rigorous assessment of the training programme, in addition to examining the roles 
and skills of clinical psychology practice using specific techniques and methods in an 
applied setting.
In clinical psychology the planning, development and presentation of workshops and 
courses is one of the many tasks undertaken. Frequently this is in the form of 
training workshops for staff to develop techniques and strategies focused on clients 
or patients within the N.H.S. or Trust. This paper outlines an approach focusing on 
employees within different settings, to enhance their own functioning, and indications 
are that it may be equally applicable to client groups to reduce stress. Similar work 
by Kabat-Zinn (1990) would suggest usefulness of such approaches. The goals of 
intervention may be to facilitate adjustment or to restructure features of social 
systems. Kendall and Norton-Ford (1982) outline how clinical psychologists càh 
operate as consultants to bring together employees and managers in order to 
change their patterns of interacting with one another. Adopting the framework of 
stress interventions in the workplace, Cartwright, Cooper and Murphy (1995) suggest 
that these can focus on the individual, the organisation or the individual- 
organisational interface. In this project, the approach taken has been mainly directed 
towards the individual, with the individual being left to consider routes by which 
organisational issues can be addressed. The current course described in this dossier 
may be viewed as a form of stress management in the widest sense of the word, 
taking Cox’s definition of stress into consideration (Cox, 1978).
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Interventions focusing on the individual may be seen as preventative (Houtman & 
Kompier, 1995) with a focus on primary prevention (identifying and reducing key 
sources of stress), secondary prevention (assuming that some stress is inevitable, 
offering skills to diminish stress), or tertiary prevention (individuals who have been 
identified as requiring help can be offered personal counselling to prevent serious 
mental health problems developing). Considering the personal repercussions of 
remaining ‘stuck’ in patterns of unproductive thought and not wholly satisfactory 
relationships, the course attempted to strike a balance between being didactic and 
experiential, offering participants both ‘conceptual handles’ and a variety of 
strategies. This was in line with a primary prevention approach and linked to the idea 
of the development of partnerships between employees and the organisation. If there 
is such a ‘partnership’, organisations achieve significantly enhanced business 
performance (Williams, Michie & Pattani, 1998). One of the core themes is ‘shared 
learning: continuously improving ourselves’, where the result of this is increased 
receptiveness to change, and the benefits of increased loyalty brought by career and 
personal development plans.
The central question requiring an answer is: "Is the course useful and effective”? 
Aside from the quantitative evaluation, participants were given course feedback 
forms at the end of the course. Responses from these feedback forms (Appendix 5), 
affirm that the majority of participants considered the course to be worthwhile and 
thought provoking. When asked to give a global rating for the course, participants 
mean rating was 4.4 out of 5. The course resulted , in people thinking about 
themselves and wanting to try new approaches (e.g. mental imagery) to change 
aspects of their lives at home and at work. The systematic design and delivery of 
the programme, using interactive materials and group process, as well as the style 
and atmosphere of the course was felt to be good. Quantitative evaluation using the 
measures as presented in the results section indicate significant changes in the 
individual’s awareness and stress indicated some changes in both awareness of 
stress and use of strategies to manage stressful situations. Differences in the work 
environment were also found as described earlier. Outcome in terms of individual or 
organisational performance and effectiveness was more difficult to obtain, although
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attempts should be made to measure objective performance data. This is important 
to show managers how such a course can influence the participants and what the 
effect might be in the working environment and the organisation. Justification of time 
and costs involved in producing and running such training programmes is of 
significance, in the light of cost-effectiveness and clinical governance.
Secondary to the question of effectiveness, are issues relating to the continuation of 
the programme. It is likely that mental imagery or visualisation will continue to be 
used in a programme for personal and professional development. Visualisation 
within a framework of cognitive psychology and social construction together with the 
learning theory basis has been shown to be a presentable method for working with 
individuals at different levels and stages of growth and development. Other work in 
the field of stress reduction using mindfulness-based cognitive therapy has included 
relaxation, visualisation and meditation techniques (Shapiro, Schwartz & Bonner, 
1998). The application of this approach is also being studied in clinical populations, 
to examine how such approaches might impact on depression (Kabat-Zinn, 1990; 
Williams, Teasdale, Segal & Soulsby, 1999). Such research could offer additional 
insights into which components might be usefully applied to non-clinical populations 
as well.
As regards a critique of the course, and suggestions for further work, a number of 
points stand out clearly. Delegates attending the course felt that they would have 
liked more time to absorb, discuss and practice the material. With regard to the use 
of imagery, consideration of each exercise and its appropriateness needs to be 
carefully examined. Certain images may embody a variety of connotations, and it is 
necessary to have the time to debrief fully either individually or as a group. As with 
any group work, each individual’s needs are not likely to be precisely tailored. 
However, the advantage with visualisation exercises is the fact that the images can 
be deliberately left to the individual to construct as they see fit. Leaving suggestions 
somewhat vague has been shown to be useful in approaches where the situation is 
co-constructed (Hammond, 1990).
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In terms of evaluation, longitudinal assessment both within a single work context as 
well as across all participants taking part in the courses would help to rigorously 
assess the use and impact of this approach, as suggested by Loo (1994). With 
reference to training courses, Houtman and Kompier (1995) add a cynical note, 
stating that the market is booming with stress management courses where the 
demand is for quick low cost training that quietens employees' complaints. Whether 
employees' circumstances are altered remains equivocal in many cases. The role of 
ongoing support groups or a continuous process of coaching or supervision following 
such groups would require additional research. Comments from participants 
indicated that such ongoing work and further opportunities for exploration and 
practice would be useful. Personal and professional development programmes such 
as this may be a part of ongoing staff participation programmes, supervision 
arrangements within an individual performance review context, employee assistance 
programme, or within an external framework such as the Investors in People Award 
scheme. These may be some of the ways forward to place the development of the 
individual's potential central. Alternatively these may be run within the voluntary 
sector or by private consultants.
The role of the clinical psychologist in work focusing on employees to enhance their 
own personal functioning, rather than to train staff to use techniques for developing 
their clients' resources, is a challenge. As reported at the beginning of this paper, the 
question of clinical psychologists acting as consultants within organisations is a topic 
of intense debate across the profession between clinical, occupational, counselling 
and health psychologists. From the author’s perspective, the workshops described in 
this paper covered personal issues that relate to occupational functioning. The skills 
of a clinical psychologist which include a coherent understanding of clinical issues, 
cognitive schemas, internal process, in addition to an understanding of systemic 
issues, places the clinical psychologist in a good position to do this sort of work.
That clinical psychologists have a need to understand, work, and offer suggestions 
for change within organisations at different levels is highlighted by Brunning, Cole 
and Huffington (1990). However, based on the current project, the distinctions 
between therapy and organisational development would need to remain clear.
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Comments from senior managers who were involved with this programme indicated 
that they were highly enthusiastic for clinical psychologists to be involved in this 
area. Such involvement is considered helpful as ways of improving their employees’ 
and colleagues’ well-being, to enhance their functioning, and to increase their ability 
to manage the interpersonal issues arising in the working environment more 
effectively. This paper suggests that there is a valid role for clinical psychologists to 
operate within organisations to help enhance the development of individual 
employees, as well as to highlight and deal with organisational issues which are 
thereby exposed. This does not mean functioning outside of their training and 
experience base, or undertaking tasks which fall clearly into the role of the 
occupational psychologist.
Recommendations
Following the work undertaken to plan, develop and run this programme, some 
recommendations can be made concerning the course as well as regarding its 
evaluation. The suggestions below are based on the experience from this course, 
and can be placed in the context of others’ research into the evaluation courses on 
stress in the workplace (Houtman & Kompier, 1995).
■ Courses such as the current programme need to be evaluated not only in terms 
of participants’ reactions to the course, but also in terms of achieved outcomes.
■ Measurement should be undertaken before, at the end of, at a series of follow- 
ups (between a month and six months or a year) to ascertain effects over the 
medium term.
■ Evaluation would be most worthwhile if there was a comparison between a group 
who attended and a non-intervention control group.
■ It would be useful to examine specific elements of the course programme more 
thoroughly to ascertain their relative benefits (e.g. cognitive strategies, relaxation, 
imagery and visualisation).
■ Organisations should attend to monitoring individuals’ changing work situation in 
addition to undertaking courses aimed at the individual learning to reduce stress.
■ More courses be directed at reducing the presence of stressors rather than 
merely reducing the effects of stress
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■ There should be a practical emphasis in courses regarding skill development and 
the raising of awareness of the personal dimensions relating to stress and its 
management
■ Ongoing research and evaluation should include employees at every level
■ Valid instruments should be used for rigorous evaluations to take place
■ Longitudinal assessments and evaluations focusing on courses, participants, and 
organisations should be undertaken
■ Groups should be run considering the implications of either homogeneous groups 
or with participants having different positions within the organisation
■ Visible benefits and obvious results from changes need to be made clear
■ Groups and organisations should not expect too much from one course, but 
course directors should emphasise commitment to an ongoing learning process
Conclusion
A report by the Nuffield Trust, an independent health study unit has produced 
evidence showing that working for the National Health Service is bad for your health 
(Williams, Michie & Pattani, 1998). It recommends preventative training, counselling 
and stress management services, including organisational consultancy and 
individual casework. The management culture now clearly recognises the need for 
staff support and development. The report also argues for the development of pilot 
schemes in selected trusts or groups of general practices to seek to identify and test 
changes to practices that would lead to staff health benefits. The course described in 
this dossier involved looking at intra-personal and inter-personal issues for staff. It is 
acknowledged that, by taking this line of intervention, there are layers of the larger 
organisational structure and policies that remain unexamined. Despite this, the 
course does explore how the individual and organisation mutually influence one 
another. The person and the context are seen as inter-related and involved in 
mutually influencing processes, a position taken based on a critique of the traditional 
emphasis in organisational behaviour and human resource management by Hosking 
and Morley (1991). The dynamic of this interactive relationship was one of the areas 
under discussion in this course, using the ideas of accommodation and assimilation 
into account, i.e. changing oneself and changing the context. It should be borne in
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mind that improvements in conditions of work should be sought rather than just 
helping individuals to adapt to job settings (Moos & Schaefer, 1987).
As a result of the enthusiastic response to this programme, which may be 
considered as primarily preventative in terms of dealing with day-to-day situations, 
relationships and stresses, it was felt that such work should continue. With an 
opportunity for critical reflection on the programme it was felt that some minor 
changes should be made to the course, depending on the groups attending, 
particularly with regard to stressing the importance of commitment and regular 
ongoing practice. There could be more emphasis on the use of worksheets and 
visualisation exercises to apply outside of the course, to monitor the individual’s 
progress in terms of their subjective experience of enhanced success and 
performance. Further examination of its usefulness in terms of programme content, 
duration, and most suitable staff groups where this may be applied would be 
beneficial.
Some questions still remain regarding the viability of ‘one-off workshops versus 
regular staff-support groups using the approaches described, and ongoing 
evaluation of such approaches needs further exploration. The manner in which 
change may be maintained is relevant to many interventions; would structured 
support help in this process? Are different aspects of the course more amenable to 
individual practice, with others benefiting from ongoing group processes? 
Considering the multi-modal nature of the course, would it be possible to assess 
which part of the programme is most effective, and for whom? Additionally, in 
contemplating the impact of the course, it may be useful to consider the effects that 
the course may have at the different levels as described by Murphy (1988). This 
would be at the individual level, at the level of the interface between the individual 
and the organisation, and at the organisational level.
In terms of critique, this evaluation lacks a control group, is of a small sample size, 
and was undertaken with a relatively short follow-up period. Similar criticisms are 
levelled at much research in this field (De Frank & Cooper, 1987), although further 
work of a longitudinal nature is to be encouraged. However, it was felt important to
148
explore this in the form of a professional dossier, and to use this as a starting point 
for further critical debate. Work to enhance human potential and to assist people to 
function more effectively through using concepts such as beliefs, mental imagery 
and self-efficacy is not new. The impact of words from over two thousand years ago 
may reinforce the concepts underlying the current experiential work. To quote from 
Virgil: “Hos successus alit possunt quia posse videntur”. He can conquer who 
believes he can. The Anaeid.
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MAIN THEMES RUNNING THROUGH THE COURSE
BELIEFS 
AND STRESS
INTERNAL 
VIDEOS AND  
SELF-TALK
PRIORITIES 
AND CORE 
VALUES
VISUALISATION  
AND MENTAL 
IMAGERY
Thoughts and 
beliefs affect our 
responses.
We have internal 
mental pictures or 
videos in our heads.
We must be clear 
about our central 
core values.
Powerful ways of using 
mental imagery to both 
enhance our well-being.
These are both at 
a conscious and 
subconscious 
level.
We ‘project* inner 
perceptions on to 
people/situations.
It is important to be 
‘grounded* by these.
To release potential 
requires regular and 
active development.
The victim mental 
attitude and the 
self-fulfilling 
prophesy.
Compulsion to 
repeat the same 
cycles of thought 
and behaviour.
Expose, explore and 
evaluate your real 
values and goals.
Self-management of 
stress by computerised 
biofeedback methods.
Emotional
seepage.
Self-esteem. Activity traps. Brain latéralisation.
Emotional triggers. Mental relaxation. Goal directed action. Intuition and creativity.
Impact of our past 
experiences, and 
how to change 
them.
Learning to switch 
off the old video and 
having access to 
more energy.
Regularly evaluate 
yourself, beliefs, 
values and where 
you are going.
Use of techniques to 
help develop yourself, 
impact on your links 
with people.
Skills to overcome 
mental barriers to 
success (e.g. 
using positive 
self-talk).
Strategies to develop 
new videos and to 
enhance personal 
effectiveness.
Techniques to effect 
increased motivation, 
better focus and more 
self assurance.
Increased flexibility in 
handling change, more 
empowerment and 
control.
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S ession  1 = A w a re n e s s  o f  B ehav io ur
AIM:
To develop an awareness about the nature of stress and its role in interpersonal 
functioning
OBJECTIVES:
Participants will be introduced to the area of stress
Participants will begin to identify their beliefs regarding themselves and their 
abilities
Participants will have developed some insight into their stresses and acknowledge 
areas of difficulty or ‘dis-ease’
1. A w a r en e ss  of B ehaviour
1.1 GENERAL INTRODUCTION
1.1.1 Personal introduction
Clinical psychology.
Health and well-being in staff.
Staff support and development.
1.1.2 Course purpose, outline and content
Understanding and self-management of stress.
Exercises, discussions and participatory activities.
Evaluation for academic purposes as part of my degree.
The ‘five step programme': 1) Awareness, 2) Commitment, 3) Behavioural 
change, 4) Skill empowerment, and 5) Reinforcement and internalisation.
1.1.3 Ground rules
Confidentiality.
Breaks.
1.2 DEVELOPING AWARENESS OF STRESS
The first step in the ‘five step programme'
1.2.1 Awareness of causes of stress and disempowerment
Recognition of stress
The first session is devoted to developing awareness skills that will help recognise 
the areas of stress in your life. Additionally one may come to recognise patterns of 
behaviour that might be affecting your levels of stress, and holding you back. These 
skills will enable you to look at yourself, and assist you to recognise what is really 
important for you. You may then decide on things that might enhance your 
management of stress.
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GROUP EXERCISE AND DISCUSSION
Envelope on scales, where the scales outline ‘demands’ versus ‘resources’ and 
stress. Imagine this scale represents you and your resources and the demands that 
you have to deal with. Write down three of the demands that you find hard to deal 
with in your day-to-day experience on the paper provided and stick these into the 
envelopes and put your name on the envelope. Place the envelopes on to the scales. 
Take off envelopes. Discuss the causes of stress with blocks representing stressors. 
Write up on the flip chart.
OVERHEAD
DEMANDS VERSUS RESOURCES
The stress response 
Where does stress originate?
Adrenaline: Fight and flight response.
The Sabre-toothed Tiger story.
Actually, not all stress is bad stress ...
We need a certain amount of arousal to keep involved and alive I 
The Yerkes-Dodson Inverted U-Function (1908, see Kolbell, 1995):
“An optimum level of arousal outside of which attention and performance diminish”.
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OVERHEAD
ATTENTION & 
PERFORMANCE
AROUSAL
1.2.2 Definitions and models of stress
DISCUSSION
Stress is seen as the interaction between the individual and his/her environment. 
Events in themselves are not stressful; it is the individual’s appraisal and responses 
that determines whether he of she experiences stress.
Stress is healthy as long as you don’t overdo it. Where the level of work and activity 
in your life is about right, you usually feel OK. Distress may result when:
You’re doing the wrong things
There is not enough to do
There is too much to do in the time available
You regret not having been assertive
What you have to do is too difficult
You have the feeling that you are not doing well enough
OVERHEAD
Stress is a condition that arises when an individual experiences a demand that 
exceeds his or her real or perceived abilities to successfully cope with the demand, 
resulting in disturbance to his or her physiological or psychological equilibrium. 
(Kolbell, 1995)
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OVERHEAD
Cox (1978): Transactional Model
Stress is defined as perceptual phenomenon arising from a comparison 
between the demand on the person and his/her ability to cope. An imbalance 
in this mechanism gives rise to the experience of stress, and to the stress 
response. The latter represents attempts at coping with the source of stress, 
where coping is both psychological and physiological (Cox, 1978).
Discussion: What is the effect of an imbalance where demands do not exceed 
abilities to cope (i.e. too little arousal)?
Cognitive appraisal
Imbalance = Stress
Perceived demand
Actual demand
Perceived capability
Actual capability
Emotional experience Stress response
Cognitive response
Psychological response Physiological response
Behavioural response
1.2.3 Stress: Sources, symptoms and responses
Sources of stress are generally found in:
The Environment The Individual
Home Personality Characteristics
Work Attitudes
Personal Life Health
Symptoms of stress reveal themselves in our physical and emotional state, our 
thoughts and mental state, and also in our behaviour:
OVERHEAD
Physical
Feeling tired most of the time 
Sleeping difficulties 
Constipation and diarrhoea 
Headaches and other aches and pains 
Nausea or ‘feeling sick'
High blood pressure
Behaviour 
Inability to sit still 
Frequent crying 
Doing more work 
Constantly “on the go” 
Avoidance behaviour 
Drinking more alcohol 
Having minor accidents 
Eating too much or too little 
Biting your nails
Emotional
Frustration
Anxiety
Restlessness
Despair
Irritability
Dread of the future
Feeling angry, hurt, worried or unhappy
Coanitive
Difficulty in making decisions 
Difficulty in concentrating 
Thoughts like: “I can’t win”, “This is awful”, 
“I can’t cope”
Forgetting things 
Decrease in problem-solving
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OVERHEAD
SOURCES OF 
STRESS
SYMPTOMS OF 
STRESS
DISEASE
Intrinsic to the INDIVIDUAL
Job SYMPTOMS Coronary
Raised Blood Pressure Heart
Depressed Mood — Disease
Excessive Drinking
Role in the Irritability Mental
Organisation |||||8 |||||j||||||||||||||H Health
P rn h fA m < s
Relationships at 
Work
Career
Development
Organisational 
Structure and 
Climate
Non-work 
Factors.
INDIVIDUAL
Prolonged
StrikesORGANISATIONAL
SYMPTOMS
High Absenteeism Frequent and
High Staff Turnover Severe
Industrial Relations Accidents
Difficulties
Poor Quality Control Apathy
STRESS: A RESEARCH MODEL (Cooper & Marshall, 1978)
Individual Responses to Stress
Apart from stress destabilising us physically and psychologically with the likelihood of 
becoming ill, we all have different ways of coping with stress. These are individual 
and unique. For some people they might be bungee jumping, reading, mulling over 
things and the like. It is of great importance to know what your stress triggers are and 
to be aware of your responses to situations. Self-awareness is recognised as a key 
component in stress management (Cartwright, Cooper & Murphy, 1995).
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OVERHEAD
Stress and Coping
ENVIRONMENTAL
SYSTEM
Ongoing life stressors 
Social resources
PERSONAL
SYSTEM
Demographic
and
Personal
Factors
(e.g. self-confidence, 
commitments and 
aspirations)
ACUTE APPRAISAL HEALTH
LIFE AND AND
CRISES COPING WELL-BEING
AND RESPONSES
TRANSITIONS
Event-related
Factors
Moos (1995)
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1,3 UNDERSTANDING BEHAVIOUR
1.3.1 How beliefs affect our behaviour
OVERHEAD
“ Pm no good at technical things” . Break the thought or break the machine.
DISCUSSION :
Objective: Recognising the effects of negative or limiting beliefs ;
Can we see ourselves being ‘gripped by beliefs’ as in the drawing above? ■
How are people’s lives affected by beliefs? \
What makes one chef a Michelin star performer and not another? :
Beliefs affect our lives from beginning to end but how do they get there? J
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EXERCISE : ENACTMENT
Let’s imagine a baby is two minutes old.
The father has views about boys, and would like this boy to be a football player.
A belief may become embedded that ‘boys are to be boys, and play football’.
The child is named after a famous footballer of a team his father supports.
The child is the youngest in the family, and is quiet.
He takes time to get to know people and is considered to be shy.
People sometimes confuse quietness for being slow ... this may become another 
belief ‘not so clever’.
As a teenager, this boy does not excel at football.
His father comes to all the games, shouting instructions from the side.
The father is very critical, and another belief may arise, ‘never really good enough’. 
Unexpressed expectations may be that he should be like his father’s football hero.
The story can continue ...how will this young man respond to a likely promotion 
twenty years later?
As you can see from the story patterns of beliefs and behaviour can be established 
from a very young age on almost any subject. What these are, where they come 
from, and how they are influenced are some of the questions one may ask. Further, 
we can ask ourselves how our beliefs influence our day-to-day life and the stressful 
situations we encounter.
Beliefs can affect behaviour in a number of ways:
EXERCISE BASED ON HANDOUT AND OVERHEAD TRANSPARENCY
Picture of the Woman: Demonstrating Effects of Prior Perception (Covey, 1993)
Questions: How old is this person?
What would you be likely to say to her?
What topic of conversation is likely to interest her?
Would we invite her to come to a social gathering with us?
What sort of things would you think might interest her?
Discussion: The effects of our prior perception, having given two different pictures to 
each of two groups in the audience, yet with the same overhead.
How the group with the picture of a ‘young woman’ responded and how 
the group who say a picture of an ‘elderly woman’ responded.
How having a ‘prior perception’ affected the responses.
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When we consider what we do and how we respond, we usually do so in a particular 
and 'almost automatic’ way. This is all done as a ‘matter of course’, unconsciously 
(that is, we are not aware of what is going on). To break negative cycles of limiting 
beliefs, we need to make some of this automatic process more obvious and bring it 
out into the open. This means looking at cognitions or thoughts, emotions and 
behaviour, as all link-up and affect each other.
1.3.2 Identification of Behaviour Patterns
What behavioural patterns can we recognise? How do we respond to praise and to 
offence or criticism? Do we deflect praise and take offence or criticism to heart? 
What other responses can we identify? Do these responses increase or decrease our 
level of stress?
OVERHEAD
OFFENCE OR CRITICISM
PRAISE
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DISCUSSION
What comments, responses etc. do we let in?
■ Compliments
■ Pleasantries
■ Insults
■ Criticisms
Do we respond differently to?
■ Our manager
■ The chief executive, managing director, head 
» Placement student
■ Administrative clerk 
* Personal assistant
; EXERCISE :
: We may try and identify patterns of beliefs and behaviours by rating them: ■
2 Rate your beliefs about specific areas in your life i
• (e.g. I am good at a particular part of my job) 2
; Question and seek out what supports that belief ■
2 (e.g. Have you been told you are good at this?) ■
2 How would that awareness be likely to affect your performance? 2
■ Can you enhance or change that belief 2
2 (e.g. I know that nobody else could have done this like me) ■
Who was it that told me that? How many people have said that? How many people 
have said that I was good? We need to look for what confirms or disconfirms the 
belief, and seek out whether it can be supported or whether it is a myth. We can then 
challenge our beliefs.
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1.4 MAINTAINING BALANCE
Brief introduction to balancing demands and resources. The stress ‘juggling’ act!
OVERHEAD
GROUP EXERCISE:
THE 60th BIRTHDAY CELEBRATION
Clear your mind of everything except for the words you are going to be listening 
to... In your mind’s eye, picture yourself driving along to meet some friends at a 
luxurious hotel for a discreet dinner to celebrate one of the friends’ birthdays.
As you reach the hotel portals you have a sense of the imposing building, its 
structure and the grandness of its entrance. You enter the hotel foyer, you notice 
the marble hallway, the impressive stairway, the high vaulted ceiling, and the 
wood paneling.
You are met by one of your close friends, who ushers you into a nearby room, 
and you see the faces of your closest and dearest friends, associates and 
relatives. The birthday celebration is for you; it is a surprise party. It is a special 
celebration arranged to mark your 60th birthday. All these people have come here 
to honour you, to express their love and appreciation for what you have done in 
your life up to now. As you take a seat at the main table, in a place of honour 
surrounded by those you know, the organiser of the party hands you a 
programme of the evening.
179
There are to be four speakers. The first is from your family, immediate and also 
extended -  children, brothers, sisters, nephews, nieces, cousins, parents and 
grandparents from far and wide. The second is one of your friends, someone who 
can give a sense of what you are like as a person. The third speaker is from your 
work or profession. The fourth person is from your church or community 
organisation where you have been involved in service activities.
Now, think deeply: What would you like each of these speakers to say about you 
and your life up to this point? What kind of a wife, husband, mother, father would 
you like their words to reflect? What kind of a daughter, son, or cousin? What 
kind of a friend? What kind of working associate?
What character would you like them to see in you? What contributions, what 
achievements would you like them to notice? What would you want them to 
remember of your early life, your young adulthood, and your mature years? What 
would you like them to notice in your life and personality as you sit before them at 
this grand table? What difference would you like to have made in their lives? As 
you think about this scenario, write down some of your impressions and thoughts 
for the discussion to follow.
Based on Covey (1993)
1.5 QUESTIONS AND HOMEWORK
How this exercise links with homework: Go through the accompanied handout 
looking at the focus on priorities, examining the quadrants of ‘urgency’ and 
‘importance’. What are our priorities then? Do we assess the priorities we have? How 
often do we re-evaluate them? Are they linked to specific values and are these 
articulated clearly? What purpose do they serve? Are they linked with goals? 
Acknowledge sources of stress (Cooper & Marshall, 1987) again, and how would 
these priorities influence this picture? Would you add or change any area you wrote 
down in the first session regarding ‘demands’ and ‘resources’?
Hand out homework exercise for personal reflection, which will not be shared 
material during the next session.
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S essio n  2: E stablishing  G o als  To A ction
AIM:
To offer a rationale for action-orientated self-management with the setting of clear 
tasks to help deal with stress and interpersonal situations 
To offer some constructive strategies for dealing with stress
OBJECTIVES:
Participants will examine strategies for dealing with stressful situations 
Participants will be introduced to relaxation and visualisation principles 
Participants will be given opportunities to practice relaxation and visualisation
2 . E sta blish in g  G oals T q  A ctio n
2.1 COMMITMENT TO ACTION: THE NEW ROUTE
2.1.1 What are we doing with our time?
Rhetorical questions to begin the session: What are we doing with our time? What 
are we focusing on? Where does our energy go? How effective are we?
GROUPEXERCISE AND DISCUSSION  .........
Drawing our ‘activity map'
Draw on a piece of A-4 paper circles or shapes to represent the things that you are 
involved with and take up your time and energy. If this is a weekday map, does it 
change at the weekend?
Partner Family
Professional
Organisation;
Sport Work
Friends
Self
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DISCUSSION
Can we see anything that is out of line?
How big is your TV circle, or other circles, and does this surprise you?
What stands out? If you could change anything, what would it be?
Are there things that you can swap around, areas that you can ask other people to 
help you with? (e.g. friends to play sport, someone to help you achieve a goal).
How can you achieve this? Take a different pen colour to do this.
The more detailed this activity map can be the better able you will be to assess 
where you are going in your life.
It helps to write it down on paper, it’s not something that can be made clear in one’s 
head very easily.
2.1.2 Commitment to act: Making decisions
Having developed awareness of areas that we consider stressful or in which we 
might like to see changes or improvements, what comes next? The second step in 
the course, the stage of commitment is fundamental to making changes in our 
situations. In the commitment step, one becomes engaged making decisions and 
taking responsibility for your actions. The commitment to act is a step of faith, a belief 
in yourself and your ability to take some control back in your life!
EXERCISE
What stops us from doing some of the things we wish for?
What keeps us from acting to achieve what we know would be good for us? 
Examples may be fear of failure, lacking real belief, not having encouragement, loss 
of vision, cultural influences 'what’s your place?’, the ‘comfort zone’ where there is 
no real incentive to change,..
2.1.3 Effects of taking personal responsibility
Acknowledge our fears, negative beliefs and thoughts.
Consider what would be the result of not changing over time (e.g. 10 years ahead). 
Think about removing barriers to action rather than forcing new habits (e.g. the chief 
executive needing to exercise after a heart attack: Leventhal, 1993)
Be realistic about your expectations of yourself 
Take responsibility and made a decision
An aside, the story of an English sports team:
A story I heard recently, a coach was asking the English team questions about their 
expectations and hopes. He asked them whether it was their dream to play for 
England or to win the world cup. He continued that if they had already reached their 
dream (i.e. to play for England), then they would not be sufficiently motivated to win 
the world cup. He concluded that a wish to win the world cup was not enough, if they 
have already fulfilled their dream. We may ask ourselves similarly: What are our 
expectations and wishes? Are our beliefs sabotaging our potential?
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2.1.4 A transtheoreticaf model of change
OVERHEAD
Precontemplation stage: Unaware of a problem
4
Contemplation stage: Aware of a problem
4
Preparation stage: Intention to take action in the near future
4
Action stage: Behavioural changes are undertaken
4
Maintenance stage: Continuing with action to prevent relapse
 __________  (Based on Prochaska & DiClemente, 1984)
2.2 CHANGING THOUGHTS AND BEHAVIOURS: STRATEGIES
2.2.1 Breaking down behaviour
OVERHEAD
FRAMEWORK FOR EXAMINING PROBLEMS
Behavioural approaches suggest that situations can be divided into three parts: 
Antecedents
What is happening at the time and background factors?
(e.g. people, places, trigger events)
Behaviours
What is the particular problem behaviour?
(e.g. specific description of the problem such as getting frustrated and irritated) 
Consequences
How the situation or behaviour is managed?
(e.g. what has been tried in the past, and how the behaviour end up)
Setting Conditions
Physical environment (e.g. place, support systems, other stressors etc.)
People (e.g. who is there, and their manner and attitude)
Daily events, patterns and routines
Operant Conditions
What factors increase the behaviour? (e.g. positive reinforcement, negative 
reinforcement). What factors decrease the behaviour? (e.g. extinction, punishment)
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2.2.2 Examining self-limiting cycles
Our thoughts and beliefs are crucial to effective self-management. Things that affect 
our performance and perceptions of stress include our thoughts and beliefs about 
ourselves. Other things that influence our performance are: mental patterns, 
emotions, mental imagery, self-talk and scripts, which we will focus on during future 
sessions in this course. Neck and Manz (1992) outline a model of thought self­
leadership that encompasses the influence of beliefs, thought patterns, emotions, 
and scripts, and uses specific cognitive strategies similar to those outlined above. It 
includes the larger Vision’ for the individual and organisation described as ‘future 
perfect thinking’.
OVERHEAD
Beliefs
Mental Pictures 
“ Internal Videos'
Inner Dialogue 
“ Self Talk "
Thoughts / Emotions
Behaviour / Performance
Based on the Comprehensive Thought Self-Leadership Model (Neck & Manz, 1992)
2.2.3 Thought and behavioural self-management
Exploring thought management strategies:
Using positive internal self-talk 
Challenging irrational thoughts and beliefs 
Countering feelings of learned helplessness 
Developing assertiveness strategies 
Using positive reinforcement 
Individual self-valuing or affirmation
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Exploring behavioural management strategies:
Using the model of antecedents, behaviours and consequences.
Learning from experience.
Examining what you do, when and why.
Further strategies relating to dealing with stress will be discussed and demonstrated 
and given in the description of the session's homework.
OVERHEAD
Antecedents Events 
Set the stage for 
Behaviour
Which has certain
Consequences
(Outcomes)
When?
Where?
What?
How?
Who?
does
What?
Frequency
Intensity 
>  Number 
Duration
OVERHEAD 
THOUGHT MANAGEMENT
DEFINE THE TERM
Delineate an automatic thought in a specific, concrete, objective and 
quantifiable term.
Focus on objective-evaluative meaning rather than self-evaluative 
meaning.
ALTERNATIVE THINKING
Weakening the strength (or arguments for) of an automatic thought.
Facilitate problem-solving approaches.
FACT OR BELIEF
Delineate an automatic thought in a specific, concrete, objective and 
quantifiable term.
Differentiate between fact and belief.
Lam & Cheung, 1998
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Explanation of a Vicious Cycle of Thoughts. Emotions and Behaviours
OVERHEAD
We can all benefit from re-evaluating the thought patterns and beliefs we hold. To 
ensure a positive movement forward in being able to develop new skills and make 
changes to old structures, we need to use these thought self-management 
techniques regularly. Step three is about developing a new vision and new mental 
pathways that will help you to move aside barriers and change patterns of behaviour. 
In this stage you will pick up a ‘tool box' of strategies. Different tools can be selected 
depending on each situation encountered. This section also looks at our vision of 
possible new realities that can be created in our lives.
EXERCISE
A teacher has just completed a complicated lesson plan for a particular class.
She showed it to a senior colleague, who suggested that she amend it slightly. 
Recently the examiners inspected the school and she was highly commended for 
her lessons.
In two groups: Consider this situation and work together to come up with answers 
on:
(1 ) What are the person's thoughts? (2) What are the person's beliefs?
(3) What are the person's emotions/feelings? (4) What does the person do?
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2.3 DEVELOPING YOUR PERSONAL VISION
2.3.1 Focus on developing the vision
OVERHEAD
Definition of a vision
Experiencing fully the reality before it happens.
OVERHEAD
THE ‘IDEA’ OR ‘PERSONAL VISION’ FORMS AN 
ANTICIPATORY SCRIPT THAT BEGINS TO 
EXPAND THE RANGE OF POSSIBLE ACTION
(Srivastva & Barrett, 1990)
Examples of anticipatory scripts where a major goal is set 
Kennedy 1961: Taking a rocket to the moon.
Your vision for a particular child...what is possible and what is impossible here?
2.3.2 Creating the vision
For example, using the idea of building a house as a metaphor for our lives:
Do we go straight out and buy some bricks when we have decided that we want to 
build a house? No, we create a vision of the building in our mind, put out vision down 
on paper, and plan every detail and measurement. There are choices of a ‘ready- 
made’ product of one you take a part in creating. Whatever the case, we need to 
begin at the first stage rather than the last stage0. How often in our experience do 
we actually go straight to the building stage and dispense with the planning stage? 
First, one needs to establish the goal or vision in your mind and on paper, then one is 
ready to go and physically create it or do it. Through skipping the goal setting and 
planning stage, one may seem to get somewhere faster, but without the considered
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and intuited plan, it does not always work effectively. Similarly, with our focus on 
reducing stress and managing situations in new ways.
How do we create a vision? Well, one may imagine making it more real, using all the 
senses. You can eat it and taste it, you can smell it, you can feel it, you hear it and 
you touch it! In the following example, you are encouraged to use your creative 
capacities:
: EXERCISE ......... ....  . ....  . ....  . ....  ......................
: The aim is for you to plan an ideal building individually:
■ PURPOSE OF THE BUILDING IS
; (1) A school, (2) A house, (3) A ship ...a cell.
■ (e.g. Special Needs, Athletics School of Excellence, Kindergarten)
■ (e.g. Holiday, Primary home, Retirement)
; (e.g. Sailing boat, Cruiser, Canal-boat, Ocean liner)
■ Now think about this building and begin to visualise this. Form pairs to discuss how
i to enhance this structure by exploring in depth the following features:
: The atmosphere: Is it comfortable, leisurely, efficient, lively, airy, spacious,
■ harmonious, warm, inviting?
{ How does the environment affect your senses: What you hear, what you see, what
% you smell, what you will touch, what you will feel?
■ Ensure that all the senses are covered -  multi-sensual plan creation.
I Questions:
Ï What happens to you when you think about this house/school/ship?
■ Are you interested, relaxed, excited, pensive, enthusiastic, reflective? If you were
; to imagine being in your school/house/ship: What would you feel like physically?
I Relaxed, running around, stimulated, excited. Hold these thoughts and
^ experiences in your mind and we will come back to them in session 3.
See Handout of Vision Directed Goal Self-Management
The handout concerns self-management through the application of active 
visualisation strategies to achieve specific goals. Vision-directed goal self­
management can be used by staff in organisations as a means to increase their 
personal effectiveness in achieving goals. Vision-directed goal self-management 
involves setting clear goals based on ones future vision, using the full range of 
intellectual, emotional and sensory resources. Through using multi-sense 
visualisation methods linked with concrete examples, the vision is embedded on a 
number of layers within one's mind-body system. The combination of establishing 
clear goals and using visualisation is maximised when we also develop our energy, 
remove the ‘thought blocks', and change our mental scripts. This will mean we can 
function in a more focused manner in managing individual stress and performance.
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Important to remember in goal directed action
Goals can be small as well as large, they must be written down and practised.
If you don't know what you want, you’re never going to get there’ (e.g. directions, 
route map, journey planner...)
Goal setting and visualisation may be underpinned by relaxation.
Use of breathing and body posture can free us up emotionally to be able to be more 
creative and involved in our internal imagery.
Idea of the long-distance runner needing to go into training, or learning a new 
language that requires effort and practice, it should be no different with this course 
work.
2.4 MENTAL AND PHYSICAL RELAXATION
2.4.1 Mind-bodv connections
We all know that the idea that the mind and body are completely separate entities is 
not true. When we think of the first example of how our stress response developed, 
with the story of the Sabre-toothed tiger, we also know that thoughts about an 
impending attack activates powerful physiological responses. The fight or flight 
response can be triggered by situations that we interpret as threatening. The 
suggestion is made that we do not just having ‘mental’ and ‘physical’ states, but there 
being many components within an interactive system. The fact that there are mutual 
interactions implies that not just ‘A causes B’ to happen but that A ’ and B’ are linked 
up in complex ways with feedback cycles affecting them both.
2.4.2 Experiencing relaxation and visualisation
When we look back to our primitive cave dweller and the tiger example, we know that 
there is an interaction of mental and physiological processes such as: Fight and flight 
response, Perceived threat, Heavy Breathing, Heart Pounding, Blood racing to the 
extremities etc. In recent years research into psychoneuroimmunology suggests we 
still have a lot to learn about the mind-body linkage (Brigham, 1994). These aspects 
will be highlighted in the next session. To end off, use the example of buying a 
lemon at a grocery store, taking it home, cutting it up, and sucking the juice out of 
one of the cut segments.
OVERHEAD & EXERCISE
TECHNIQUE FOR BREATHING AWARENESS
■ Begin by letting the air out. Let it happen as slowly as you can manage but 
do not force it. Now, let the air flow in, also as slowly as you can without 
making the breath unduly deep. Then allow your breathing to set its own 
rate and rhythm again.
■ After a few breaths, repeat the above sequence, and continue in this 
spaced-out fashion until the respirations settle down.
« As they begin to settle down, focus the expansion on the lower parts of the 
chest. Do this initially by placing your hand over your solar plexus. Feel it 
rising and falling as the air flows in and out
As the routine becomes familiar, the hand can be dispensed with as an aid.
Payne (1995)
OVERHEAD & EXERCISE
TECHNIQUES FOR RELIEVING PHYSICAL TENSION
Shaking a sleeve down
This is a good exercise for reducing the tension that commonly is found in the 
shoulder muscles. Imagine you are wearing a jacket over a shirt whose sleeve 
has got caught under the arm. You would like the sleeve pulled down but you 
can’t reach it, so you shake it down. Try now, going through the motions of 
shaking it down. Do it once or twice, and repeat on the other arm.
Body stretching
Stretching helps to combat excessive contraction of the muscles and 
promotes relaxed activity.
« To relieve tension in the hands -  open the hand and fingers to stretch the 
palmer aspect
■ The stretching should be held for a few moments and then released, 
allowing the hand and fingers to relax into a gently curled position.
■ To relieve shoulder ‘hunching’ -  use the ‘three-point pulH. Stretch the top 
of the chest upwards while pulling the shoulders down. The gentle recoil 
that follows produces a relaxed position in the head and shoulders.
« Other muscle groups that harbour tension can be approached in a similar 
manner. However, all stretching must feel comfortable, that is it should 
not be too enthusiastically carried out!
Posture
Think of yourself as ‘tall’ to reverse any drop in body height and to generate 
confidence and relaxation.
Payne (1995)
OVERHEAD & EXERCISE 
A TECHNIQUE FOR BODY SCANNING
Use an imaginary large paintbrush as begin at the feet. Sweep the brush up 
the front of your legs and body until it reaches the shoulders, then down the 
arms, up the back, over the neck and scalp, and down to the face and jaw. 
As the brush sweeps over the body, focus your attention on the muscles in 
contact with it, deliberately relaxing them.
Payne (1995)
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OVERHEAD & EXERCISE 
AN AFFIRMATION TECHNIQUE
Short phrases in the first person are considered to be the most useful. 
Construct a phrase that suits your purpose, then silently repeat it on each 
breath out during moments of stress.
The following are examples of phrases you could use:
“My mind is calm”
“I am at peace”
“I feel relaxed”
Payne (1995)
2.5 HOMEWORK
Review last week’s stress diaries and introduce the homework for this session. 
Use of visualisations to end: The Waterside’: Imagery and Relaxation Exercise
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S essio n  3= S k ills . R ehearsal  and  P ractice
AIM:
To continue practical applications of self-management strategies 
OBJECTIVES:
Participants to be comfortable with using relaxation and visualisation 
will be introduced to the area of stress
3. S k ills . R eh ear sal  a nd  P r a ctic e
3.1 SELF-MANAGEMENT STRATEGIES
3.1.1 Using mental and physical capacities
Once one has become aware of factors that increase stress, made decisions about 
the ‘new route* to take, action begins. The new ‘internal video* has begun to form, 
and one can build on the foundations that have been put in place. You will be aware 
of the behaviour patterns, decide on which situations could be improved, and will 
have a range of strategies to help you make those changes. This session in the 
course is about empowerment. This will be done through using relaxation, imagery 
and visualisation techniques. This is to gain greater focus in moving towards 
achieving the vision and goals you have created in the previous three steps. As 
mentioned at the end of the last session, use of imagery and visualisation affects the 
whole person, and is not easily divided into ‘the mind’ and ‘the body*.
3.1.2 Rationale for visualisation
Although this course is mainly a practically-focused series of sessions to examine 
and try out ways of decreasing stress and developing self-management, some 
psychological underpinning of concepts has been given. The rationale for using 
visualisation is linked to the work of Neck and Manz (1992) as well as other 
practitioners in the field of stress-management. Relaxation and imagery forms a part 
of many courses to deal with stress, of which the references are available, and it is 
considered to be useful. Of course, it is helpful to have more research undertaken in 
this field ... today we will be exploring some of the ways in which visualisation and 
imagery can be used.
EXERCISE
Participants are given a list of 20 words and asked to examine them for five 
minutes, and then asked to present the words in order. This is followed by a 
discussion about the ways of remembering words and strategies people have used.
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3.1.3 Uses of visualisation
In the session today the uses of visualisation will focus on two areas: a) to enhance 
relaxation and promote a sense of personal comfort and well-being, and b) for use as 
part of an 'anticipatory script’ to empower movement towards a vision or goal.
In the first case, the use of visualisation is as a tool to create an internal sense of 
calm and personal comfort. For example, if you were to imagine what it would feel 
like after the session today, going to an airport and flying off to an exotic and tranquil 
place. How relaxed and un-stressed would you feel? What would it be like to 
‘unwind’?
In the second case, imagery and visualisation can be used to motivate and propel 
you towards the goals or vision you have created. Example - running the New York 
marathon, if that were a goal.
VIGNETTES AND DISCUSSION:
Situations where people claim to have used visualisation to good effect: Mostly 
sporting examples such as Liz McCoglin in running, and Steve Collins in boxing, 
but also in clinical practice to reduce pain and anxiety, guided imagery is used, as 
well as other desensitisation programmes. One might think about comparing the 
uses of visualisation in a situation where people are struggling to manage 
exceptional circumstances (e.g. severe pain or anxiety) and how the same 
techniques may be used to assist people in every-day situations (e.g. with clients, 
patients, colleagues or service users).
3.2 MENTAL VISUALISATION
Visualisation is not simply positive thinking, seeing yourself being happy and then 
feeling that “all will be well”! Rather it can be considered more like a full “mind and 
body” sensory experience in any situation (as outlined in the handout on goal 
directed self-management. It is about fully feeling how a new situation may feel, 
sound, taste, look like. It is about how it might effect your emotions, thoughts, 
feelings and beliefs.
Consider the exercise we began with today. Using visual cues or an internal dramatic 
story usually helps people to remember the words in sequence (e.g. using images to 
remember where internal images or pictures make up a story with each word). By 
visualisation we are referring to the skill of using images or imagery to reduce stress 
levels and to develop a positive disposition. The idea about right and left brain 
functioning have come into common parlance following the work of scientists in the 
nineteen eighties (Gazzaniga, 1998).
Sperry, Bogen, Vogel and Gazzaniga suggested that each side of the brain affects 
different aspects of thought and action. Whereas the left brain is considered to be 
mostly dominant for language and speech (for verbal and analytical skills), the right
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brain was said to excel at visual-motor tasks. Today references to ‘left-brain thinking’ 
and ‘drawing with the right side of your brain’ are common. Although 1 will not go into 
detail about brain latéralisation of function here, the work in neurology and psycho- 
neuroimmunology is very interesting in suggesting there is far more to the brain and 
our mental capacities than previously considered.
OVERHEAD
Imagery can be defined as:
The internal experiences of memories, dreams, fantasies and visions. Imagery 
involves not just visual awareness but all the senses.
(Dossey, 1991)
To the extent that (the person) gains some awareness of his capacity for self- 
control of imagery, he may experience an enhancement in self-esteem, as well as 
an improvement in his ability to confront a frightening situation.
(Singer, 1974)
3.3 ESTABLISHING NEW PATTERNS
3.3.1 Physical relaxation and conditioning
This is all about learning a new habit and using relaxation with a purpose. 
Stimulus -  Response methods to condition your body (e.g. Pavlov’s dogs). 
Classical conditioning principles and the establishing of patterns.
The effects of practice, and the importance of embedding the imagery.
OVERHEAD
Learning a new habit through the use of 
relaxation and imagery with a purpose.
BELL RINGS
FOOD IS GIVEN
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3.3.2 Using relaxation exercises
Discussion of relaxation, experiences of using this, prior to the course, thoughts and 
ideas shared, use of a flipchart to record common themes, uses and experiences. 
Repeat of the relaxation recording as practice and precursor to further relaxation and 
imagery exercises:
: EXERCISE
J The Waterside Relaxation: A relaxation experience.
3.3.3 Visualisation Protocol
Together these strands of relaxation and thought restructuring can combine to 
influence the ‘inner videos' and begin to create (and replace the ‘old video') with a 
new picture that you are developing and are in control of. The new internal video is 
the one that you have created, your new picture is based on your personal vision, 
values, and priorities. The interconnected cognitive and physical processes together 
add to its potential. The visualisation protocol has been developed as an aid to 
embedding a ‘new video’.
Explanation of Visualisation Protocol (Handout)
• EXERCISE
■ Pyramid Visualisation: An empowerment visualisation.
3.4 GROWING YOUR PERSONAL VISION
3.4.1 Personal Touchstones
; EXERCISE
: Explore with the group what triggers memories and visualisations for them.
J Relate the internal images or ‘inner videos’ to other things (e.g. objects, physic 
■ reminders and other touchstones).
: What are the associations and how are these made (e.g. touching a pendant, ston 
: may bring strong associations, both positive and negative)?
* How might we use positive associations and links to induce greater relaxation an 
; control or comfort in stressful situations?
195
3.4.2 Building a vision
Recap from previous sessions, the vision and creating the plan, focused on goals 
and priorities. What sensory qualities can visualisation and imagery bring to bear on 
this? A vision of coping, feeling more empowered and feeling better able to 
managing situations. Questions on how this links up with beliefs and actions. 
Importance of developing one’s own ‘situation-specific’ visualisation such as a safe 
place or special place (e.g. house, centre, gym, seaside, vehicle, or all in 
combination!)
3.5 QUESTIONS AND HOMEWORK
Use of the visualisations at home, cautions.
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Session 4. R e in fo rc e m e n t and In te rn a lis a tio n
O ngoing P rocess of S elf-M anagement
AIM:
To consolidate and reinforce what has been learnt in the previous sessions. 
OBJECTIVES:
Participants to have an idea of what their personal and work goals for 
dealing with stress are.
Participants to have a sense of self-efficacy and their ability to recognise and 
manage stress.
4: R ein fo r c e m e n t  a n d  Internalisation
This final step in the programme consolidates and builds on the positive steps and 
positive images that you have developed over the previous sessions. Here the 
importance is emphasised of regularly practising the positive self-management 
strategies. This session begin by emphasising self-efficacy and how to maintain 
cycles of positive achievement. At the end of this session you will have developed a 
concrete personal plan for yourself that you will be able to use and modify as 
necessary. You will be encouraged to think about how this can be achieved and 
which additional resources you can mobilise at work and at play!
4.1 REINFORCEMENT PROCESS
This section is about how to send yourself out with the skills you have, encourage 
yourself about what you can do, and to feel confident and valued. Practice makes for 
success ... what is in it for each person if there is a continued interest and 
commitment in this process? You have been here for three weeks now, what would 
you get out of having an interest in this area? (e.g. greater sense of well-being, 
empowerment, feeling contentment in your relationships, getting on better with your 
friends, neighbours, relations, colleagues, feeling less stressed or less pressured).
EXERCISE
Remember the twenty words exercise from the last session... well, how many words 
do you remember now? Unking this to the ideas about your beliefs about yourself... 
how important is this. What about not managing a task in another area of your life? 
This leads into the first concept of today ... reinforcement
Reflect on the course to date:
What have you learnt?,
What have you noticed about the expectations that are on you?
What have you noticed about the beliefs you hold?
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Ask delegates to give one example of any of the above areas that has undergone a 
change in the last month. Have you become aware of anything about yourself, have 
you been able to identify certain beliefs, have you been able to do anything new, 
have you felt more confident and empowered to execute change in any behaviour?
4.1.1 The Self-Efficacv Model
When one feels more confident doing tasks, one will be able to attempt to do them 
more, and with the doing comes success, and the more successful one feels, the 
more one is inclined to continue ... (after Bandura, 1977).
The cycle by which one feels confident at doing tasks, and thereby does more, and is 
more effective is represented below. This is fundamental and essential material for 
self-management and personal reinforcement. It pays to notice. If you want to feel 
less stressed, more contented, become more positive in particular situations or 
relationships. These things have to be worked on. Do them ... like learning a new 
language. If you are successful does that mean that someone else is not? 
Sometimes we want success but are embarrassed by it. There can be a ‘win-win’ 
situation!
OVERHEAD
Thoughts
Confidence Behaviour
Beliefs Achievement
Positive Feedback 
(Reinforcement)
Based on Bandura (1977)
Discussion of reinforcement and experiences of success, leading in to an exercise in 
which the participants will be able to apply the concepts and ideas presented over the 
past three weeks to a hypothetical situation:
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EXERCISE:
The Roval Opera Company (Part 1)
Exercise examining how visions may be articulated. Divide group into smaller 
groups of 4-6 people, to discuss the vision, goals and priorities in establishing the 
vision for an organisation and how it impacts on individuals. Then consider how 
the participants (as advisor) would go about helping the chief executive to deal 
with beliefs, thoughts and behaviours so as to assist in reducing his levels of 
stress.
4.1.2 Exceptions to the rule
When we examine a situation, what is it that we emphasise? Do we immediately 
recognise the challenges or can we see opportunities for breakthroughs? What can 
be do, practically when we encounter situations that fill us with dis-ease or worry? 
Can we apply the ideas of positive reinforcement, and can we see things differently?
OVERHEAD
Exceptions to the rule or 'the currant bun' concept
The idea of ‘exclusions to the rule' (when something different has happened which is 
meaningful, but we may not have noticed it).
The image of the currant bun with the currants being the ‘exclusions'.
Do we emphasise the dough (the big black cloud) or do we emphasise the currants 
(the nuggets)?
If we can see the currants, we can make them grow and start a new, more positive 
pattern. “The story-line changes”.
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4.1.3 Value Achievement
■ EXERCISE
: Visualisation Exercise of "Positive Mentoring Experience”
4.2 SUPPORT AND ENVIRONMENTAL STRUCTURING
4.2.1 Behaviour as a function of person and environment
How the two interact, when there is a situation you find difficult to deal with. Your 
behaviour is part of the equation (e.g. working with ill children) but the environment is 
of importance as seen in the following overhead. You many need to examine both 
your personal characteristics and the environment if you find yourself being 
overwhelmed. The environment is important in determining our attitude to work as 
much as our attitude to work creates the climate we create at work. What do we bring 
to work, and how do our beliefs and attitudes make our home and working lives 
better for us and those around us?
OVERHEAD
The Environment z \  The Individual x
Home / \  Personality Characteristics^
Work ( ) Attitudes )
Personal Life X J  Health J
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4.2.2 Comparing visions and goals
: EXERCISE
; The Roval Opera Company (Part 2)
: Re-examine this scenario:
■ How is the vision articulated, who is involved in the vision, how does the chief
• executive share the vision, and how can this be made personal to all in the
; organisation? Participants may be asked how the comparisons are made, and
: how this applied within their working environment What impact does the
■ organisational vision or mission have on stress and organisational well-being?
4.2.3 Developing Support Structures : The Map
Aside from using internal methods of dealing with stress (e.g. mental attitude, positive 
self-talk, visualising yourself coping) what other opportunities exist to deal with stress 
(e.g. formal debriefing, inside or outside the situation -  coaching, counselling)? 
Introducing the idea of support in the environment. The example of the Coal Miner’s 
Strike in the 1920’s.
OVERHEAD & EXERCISE 
MAPPING YOUR SUPPORT SYSTEM
Take a large sheet of paper and on it draw a map of your support system at work 
and home. In the middle of the paper, draw a symbol or picture of yourself. Then 
around this picture or symbol draw pictures, symbols, diagrams or words to 
represent all the things and people that support you in learning and being 
creative at work and at home. These may be the walk to work, books you read, 
colleagues, meetings, friends, etc. Are they near of far away? Is the link strong 
and regular or tenuous or distant? Are they supporting you from below like 
foundations or are they balloons that lift you up? These are only suggestions - 
allow yourself to find your own way of mapping your support system.
Next, take a completely different colour and draw on the picture symbols that 
represent those things that block you from fully using these supports. If may be 
fear of being criticized or interruptions or the relative unavailability of these 
supports. It may be blocks within you, within the support, or in the organizational 
setting. Draw whatever you feel stops you getting the support you need.
When you have done this, choose someone with whom you can share your 
picture. This could be a colleague, partner, supervisor or friend, even someone 
who has done this exercise before (you could even get the whole team to do it!).
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EXERCISE:
SUGGESTIONS TO EXPLORE
What impression does the overall picture create?
Is this the support you want?
Is it enough? What sort of support is missing?
How could you go about getting such support?
What support is really positive for you to the extent that you must ensure that you 
nurture and maintain it?
What blocks could you do something about reducing?
ACTION PLAN:
Develop some specific action plans as to how you might improve your support 
system, The action plan should include what you are going to do, h w  you are 
going to do it, when and where you are going to do it, and involving whom?
From: Hawkins and Shohet (1992) Supervision in the Helping Professions
4.3 PERSONAL PLANS
4.3.1 Defining a personal plan
• Define your vision of something you wish to do with a passion.
• Do it.
• Empowerment it with the techniques.
• Reinforce it.
• Review and change the parts you need to alter.
Discussion and review of vision directed goal self-management.
202
4.3.2 Goals and vision reviewed
EXERCISE
PRACTICE YOUR GOALS THROUGH CREATIVE REHEARSAL 
THE PROCEDURE FOR SELF-REINFORCEMENT
Get into a comfortable position and when you feel relaxed and in a calm and 
comfortable state, practice the following internal dialogue and see, in your mind's 
eye, yourself being clear about your goals, that they are realistic and available; 
and that the are based on correct information which you are committed to and will 
put into practice for future results.
My vision creates my goals, from this I develop my strategy.
I am dear about goals, and have created a clear 'thought-map” of them. They are 
well-defined and specific: / can Teel’ them, I can 'see' them, I can ‘touch’ them and 
I can ‘taste’ them perceptibly in my ‘minds eye’. I visualise them in my mind’s eye 
as well as specifying they are realistic. They are achievable. I have based my 
goals on gathering correct information. I have actively set about this and been able 
to make very clear descriptions of my goals. They are of extreme interest to me, 
and I am committed to them. I constantly keep them in my mind as they mean a 
great deal to me, I also keep them in my mind because they help me with my plan 
which I put into practice to bring about the desired goals I want for the future. J am 
clear about my goals and being clear makes it less stressful forme. I ‘keep my eye 
on the ball’. / won’t worry about being successful. I will be clear about my goals 
and this will be my plan. To put my goals into action because my goafs are realistic 
and achievable, I don’t worry.
Adapted from: 50 Activities for Managing Stress (Bailey, 1989)
4.4 SUMMARY. QUESTIONS AND CONCLUSION
Importance of ongoing nature of self-management work. Hand back envelopes to 
participants that were taken in the first exercise of session one (list of demands), for 
them to review on their own or in the group if they wish to share any thoughts or 
comments. Followed by an open discussion of the course as well as course 
evaluation, assessment and appreciation for their involvement.
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APPENDIX 3
P rogramme F or  P ersonal D evelopment 
W ithin  T he W orkplace:
S elf-M anagement C o u rse- D elegate H andout
“Positive Images  -  Positive Steps ”
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POSITIVE IMAGES - POSITIVE STEPS
SELF-MANAGEMENT COURSE
DELEGA TE HANDOUT
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7
DISTINCTIONS BETWEEN WHAT IS IMPORTANT AND URGENT .
The course has highlighted the importance of being clear about one’s personal 
vision. The importance of asking ourselves where many of our day-to-day activities 
lead, and how to establish a focused goal has been discussed. Some of the 
questions that we may ask ourselves help us to monitor this (e.g. “How does X,Y or 
Z activity or aspect relate to my goals and values?” Following this procedure, we 
can assess how, on the following matrix, the particular activity fits in, or should be 
evaluated (Covey, 1993). Personal decision-making and vision directed self­
management rests on this grounding, so that we have a chance to create the ‘end 
vision' and the steps towards that vision.
URGENT NOT URGENT
IMPORTANT 1
IMMEDIATE CRISES 
PRESSING PROBLEMS 
DEADLINES 
MEETINGS 
PREPARATIONS
2
PREPARATION
PREVENTION
CLARIFICATION OF VALUES 
PERSONAL VISION 
PLANNING 
LONG-TERM GOALS 
RELATIONSHIP BUILDING 
TRUE RECREATION 
EMPOWERMENT
NOT IMPORTANT 3
INTERRUPTIONS
SOME PHONE CALLS
SOME MAIL
SOME REPORTS
SOME MEETINGS
MANY PRESSING MATTERS
MANY POPULAR ACTIVITIES
4
TRIVIA
THE 'ACTIVITY TRAP' 
BUSY WORK 
IRRELEVANT ‘JUNK MAIL’ 
SOME PHONE CALLS 
TIME WASTERS 
‘ESCAPE ACTIVITIES'
Once you have established where your activities fit in, you can also use the 
following process of vision directed self-management.
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EXERCISE IN VISION-DIRECTED GOAL SELF-MANAGEMENT
The purpose of this is self-management through the application of active 
visualisation strategies to achieve specific goals. Vision-directed goal self­
management can be used by staff in organisations as a means to increase their 
personal effectiveness in achieving goals. Vision-directed goal self-management 
involves setting clear goals based on ones future vision, using the full range of 
intellectual, emotional and sensory resources. Through using multi-sense 
visualisation methods linked concrete examples, the vision is embedded on a 
number of layers within one's mind-body system. The combination of establishing 
clear goals and using visualisation is maximised when we also develop our 
energy, remove the ‘thought blocks’, and change our mental scripts. This will 
mean we can function at an advanced level and will manage individual stress and 
performance. (Time: 30 minutes)
Focus on Developing the Vision:
There are three dimensions to developing your multi-sense vision.
Firstly you will have been clear about your vision of the way you would like to see 
yourself functioning. In doing this you will be examining how you respond at the 
level of
(1) intellectual fulfilment (e.g. I see the situation of having achieved X,Y, or Z)
(2) emotional satisfaction (e.g. I feel good about myself and feel really valuable)
(3) your physical senses
■ Touch (e.g. I can feel myself or my body in this situation)
■ Sight (e.g. I can ‘see’ myself being successful)
■ Smell (e.g. I can ‘smell the environment’ in which I am contented)
■ Hearing (e.g. I am listening to the sounds around me in this situation)
■ Taste (e.g. I can enjoy my taste-buds reacting favourably to this experience)
Define the goals you are setting yourself to achieve within this vision. Make sure 
they are measurable, observable and realistic or achievable. Complete and 
practice goal-directed coping using the protocol, and practice this for, 15-30 
minutes every day for the next week. Review your progress after each session 
and set up further goals and practice these methods as regularly as you need to. 
Using the individual coping statements and practice sessions, fine-tune your 
goals and visualisation activity and set dates to review your progress. After 
putting the exercise into action during the week, one could share some thoughts 
on this with colleagues, and bring it back for discussion at the next session.
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VISION-DIRECTED GOAL SELF-MANAGEMENT
This consists of three parts: (1) Creating your vision
(2) Knowing what your goals are, and
(3) Visualising yourself in action to achieve them. 
You will need to set clear goals that you can clearly observe, that you can 
measure, and that are realistic. This method can be used to increase your of self- 
efficacy, confidence and personal effectiveness. It is for particularly well suited 
for use in self-development. It is based on the idea that you create your personal 
vision based on your values and priorities, make a contract with yourself, set the 
goals, and choose the scenarios that you will visualise, using all your senses. In 
doing this you will synchronise the ways of managing your inner resources with 
the goals you want to achieve.
Complete the following:
Mv Personal Vision is:
Mv Goals are: 
1.
2.
3.
4.
5.
Visualisation time:
You will need to spend a certain amount of time every day or week imagining how you 
will achieve these goals.
I will spend____________ minutes every  on visualisation
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Visualisation place:
I will imagine that I am in the following place(s)
Visualisation people:
I will imagine that I am with the following person/people
Visualisation action:
I will imagine that I am carrying out the following actions
Visualisation practice and evaluation:
It is important to put vision-directed action into practice. It is best if you practice it as you 
imagined it to be, and as it is set out in your personal contract. You will need to evaluate 
your progress and make any adjustments to your goals and see how you ‘envision 
yourself achieving these goals.
The following exercise can be used in conjunction with the above, to embed the 
principles and action through practice:
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EMPOWERMENT STRATEGIES:
PRACTICE YOUR GOALS THROUGH CREATIVE REHEARSAL
THE PROCEDURE FOR SELF-REINFORCEMENT
Get into a comfortable position, and when you feel relaxed and in a calm and 
comfortable state, practice the following internal dialogue and see in your mind’s eye 
yourself being clear about your goals; that they are realistic and available; that they are 
based on correct information which you are committed to and will put into practice for 
future results.
My vision creates my goals, from this I develop my strategy.
I am clear about goals, and have created a clear {thought-map” of them. They are well- 
defined and specific: I can Teel’ them, I can ‘see’ them, I can ‘touch’ them and I can 
Taste’ them perceptibly in my ‘mind’s eye’. I visualise them in my mind’s eye as well as 
specifying they are realistic. They are achievable. I have based my goals on gathering 
correct information. I have actively set about this and been able to make very clear 
descriptions of my goals. They are of extreme interest to me, and / am committed to 
them. I constantly keep them in my mind as they mean a great deal to me, I also keep 
them in my mind because they help me with my plan which I put into practice to bring 
about the desired goals I want for the future. I am clear about my goals and being clear 
makes it less stressful for me. I ‘keep my eye on the ball’. I won’t worry about being 
successful. I will be clear about my goals and this will be my plan. To put my goals into 
action because my goals are realistic and achievable, I don’t worry.
Material resource adapted from: 50 Activities for Managing Stress, Roy Bailey, Gower, Aldershot, 1989.
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PROTOCOL FOR THE DEVELOPMENT OF THE VISUALISATION PROCESS:
The following stages have been outlined as steps to be undertaken in order for the full benefits of 
visualisation to be realised. It is important to spend quite some time working on each of the 
various stages. This will mean focusing on the exercises, and becoming aware of the body’s 
natural responses in the first instance. As competence is developed in attending fully to all of our 
senses and linking these with the personal vision, it leads naturally to the development of positive 
visualisation.
STAGE 1. CALMING BREATHING
To begin it is suggested to breathe deeply and take regular deep breaths, this begins the cycle of 
relaxation. This will initiate a process starting with decreased tension and reduced levels of 
physiological arousal. Ultimately this will lead to less general levels of tension in the body.
STAGE 2. MUSCULAR RELAXATION
Through muscular relaxation the body starts to feel physically comfortable and at peace. This can 
be done through using different muscle groups to emphasise the differences between being 
relaxed and tense, so as to give the individual tools to manage physical tension.
STAGE 3. THOUGHT DIMMING
Dealing with intrusive thoughts that hamper the calming process and learning to switch these off. 
This may be by using distraction, focusing on breathing, or emphasising words used during 
breathing and relaxation exercises.
STAGE 4. IMAGERY IMPLEMENTATION EXERCISE
Through using a prepared imagery exercise with a personally relevant scenario (e.g. a peaceful 
scenario) the stage is set for a new skill to be initiated which starts to become ‘engrained’ in the 
mind-body system. Imagery-generating areas of the brain become active and new mental 
pathways are effective.
STAGE 5. IDEAL VISION
The focus on a clear vision of what one would like to achieve is central to establishing a goal that 
is ‘multi-sensory’. Through having a vision of this ‘ideal state’ or situation the expectation is 
created for achieving this target. Whereas getting ‘man to the moon’ seemed inconceivable in 
1960, by having made the intention to do so, the vision created an ‘anticipatory script’ and people 
started to work towards establishing this as fact. Establishing the vision affects the development 
of goals to work towards which are reasonable, manageable and which lead to greater 
effectiveness.
STAGE 6. SCRIPT DEVELOPMENT
The vision outlined above creates a new script that needs to be repeated through a process of 
‘self-talk’ and acknowledgement of this as a real aim. Through setting about planning a new script 
for a greater productivity and self-fulfilment, the vision is made real.
STAGE 7. POSITIVE VISUALISATION
The final part of the process is the confirming positive visualisation. The positive image of 
successful achievement underpins the positive steps of the new pattern of behaviour, which 
affects thoughts and feelings.
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VISUALISATION, IMAGERY AND THE MIND-BODY SYSTEM
1. Calming Breathing 2. Muscular Relaxation
7. Positive Visualisation 3. Thought Dimming
6. Script Development 4. Implementation of Imagery
5. Ideal Vision
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PERSONAL RIGHTS SCHEDULE
1.
2.
3.
4.
5.
6 .
7.
8 .
9.
10 . 
11 
12.
13.
14.
15.
16.
17.
18.
19.
20.
have the right to put myself first, 
have the right to make mistakes.
have the right to be the final judge of my feelings and accept them as legitimate, 
have the right to have my own opinions and convictions, 
have the right to change my own mind.
have the right to protest against any views or criticism that feels bad to me.
have the right to interrupt in order to ask for clarification.
have the right to negotiate for change.
have the right to ask for help or emotional support.
have the right to feel or express pain.
have the right to ignore the advice of others.
have the right to receive recognition for my work.
have the right to say ‘no’.
have the right to be alone, even if others would prefer my company.
have the right not to have to justify myself to others.
have the right not to take responsibility for someone else’s problems.
have the right not to have to anticipate others’ needs and wishes.
have the right to choose not to respond to a situation.
have the right to feel good about my achievements.
have the right to change direction and take a different course of action.
Comments or observations about this schedule. 
How many of the above would you agree with?
Yes/No
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CONFIDENCE QUESTIONNAIRE
Description of stressful situations:
1
2.
3.
Confidence audit:
A. Describe your natural abilities in the first person (e.g. I am especially good at listening in 
heated meetings).
B. Specify the things you do better than most people in the first person (e.g. I am ....)
C. How have you developed your skills/competence in the past year?
(e.g. I have increased my management of time and the way I delegate ....)
D. Describe some of the difficult goals you have achieved.
(e.g. I have achieved an increase in our market share o f....)
E. What achievements are you proud of most of all?
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F. Of your efforts and achievements what deserves the most recognition and credit?
Summary:
Combine all your responses into one statement that says how good you are, the efforts 
you have made and your achievements that deserve recognition and start boasting!
Future situations:
Specify those future situations where you will practise boasting about your efforts and 
achievements. Do this for your work, home and personal life.
1.
Material resource adapted from: 50 Activities for Managing Stress, Roy Bailey, Gower, Aldershot, 1989.
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MAPPING YOUR SUPPORT SYSTEM
EXERCISE:
Take a large sheet of paper and on it draw a map of your support system at work. In 
the middle of the paper, draw a symbol or picture of yourself. Then around this picture 
or symbol draw pictures, symbols, diagrams or words to represent all the things and 
people that support you in learning and being creative at work. These may be the 
walk to work, books you read, colleagues, meetings, friends, etc. Are they near of far 
away? Is the link strong and regular or tenuous or distant? Are they supporting you 
from below like foundations or are they balloons that lift you up? These are only 
suggestions -  allow yourself to find your own way of mapping your support system.
Next, take a completely different colour and draw on the picture symbols that 
represent those things that block you from fully using these supports. If may be fear of 
being criticized or interruptions or the relative unavailability of these supports. It may 
be blocks within you, within the support, or in the organisational setting. Draw 
whatever you feel stops you getting the support you need.
When you have done this, choose someone with whom you can share your picture. 
This could be a colleague, partner, supervisor or friend, even someone who has done 
this exercise before (you could even get the whole team to do itl).
SUGGESTIONS TO EXPLORE:
What impression does the overall picture create?
Is this the support you want?
Is it enough? What sort of support is missing?
How could you go about getting such support?
What support is really positive for you to the extent that you 
must ensure that you nurture and maintain it?
What blocks could you do something about reducing?
ACTION PLAN:
Develop some specific action plans as to how you might 
improve your support system. The action plan should include 
what you are going to do, how you are going to do it, when 
and where you are going to do it, and involving whom?
From : Hawkins and Shohet (1992) Supervision in the Helping Profession
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APPENDIX 4
P rogramme F or P ersonal D evelopment 
W ithin T h e  W orkplace:
S elf-M anagement C ourse - M easures U sed
“Positive Images - Positive Steps  ”
A greem ent & C onsent
G eneral Self-A wareness Q uestio nnaire
W ork  E n vir o n m en t  Scale
P erceived  Stress Scale
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A g r e e m e n t  & C o n se n t
SELF -  MANAGEMENT COURSE:
OUTLINE TO PARTICIPANTS REGARDING INFORMED CONSENT
The course is aimed at providing you with an opportunity to look at stress, and to 
examine ways of developing stress-management skills or competencies for you to use. 
This staff self-management course will focus on looking at what stress is, and enhance 
your ability to manage stress through
• Being able to identify beliefs about yourself and your abilities
• Being able to begin a process of changing patterns of behaviour
• Being able to practice and use relaxation, imagery and visualisation strategies
I am keen to undertake an evaluation of this course, as part of my academic studies,
which I shall outline to you further at the beginning of the course. This means that I
would greatly value your assistance in filling out a series of questionnaires before and 
after the course. The evaluation will be totally confidential, and I shall be using numbers 
rather than names on the forms, which you will get as a complete pack. Naturally I would 
appreciate you taking part in the evaluation, though should you prefer not to take part, 
you are free to do so.
In order to indicate that you have been given this information, would you please sign the 
part of the form at the bottom of this page, and return it to me.
With thanks.
Yours sincerely.
Anthony L. Schwartz
I give permission for myself to be included in the evaluation of
this course.
The purpose of the evaluation and my involvement has been explained to me by Anthony 
Schwartz, Clinical Psychologist. I have read and understood the nature of the study as 
described above. I agree to participate in this study, and I understand that my participation 
is entirely voluntary on my part and that I have the right to withdraw at any time without 
stating a reason. I have the right to request further information from the researcher.
Signed: Date:
G e n e r a l  S e l f-A w a r e n e ss  Q u e stio n n a ir e
Read each of the statements below and indicate how much each one applies to 
the way you have been over the past week. Please tick one box.
STATEMENT Notât
all
A little Fairly
much
Very
much
Extremely
1 have been aware of thoughts and 
beliefs that influence how 1 generally 
feel
1 have been taking personal 
responsibility to change situations
1 have been thinking about how 1 
communicate with others at home 
and work
1 have had a clear sense of personal 
control in the situations 1 
encountered
1 have felt confident within myself
1 have felt a sense of empowerment 
and well-being
1 have been clear about my future 
vision and goals
1 have felt able to deal with stress 
effectively
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Think back over the past week and indicate which of the following strategies 
you have used to cope more effectively. Please tick one box:
STATEMENT Notât
all
Once
or
twice
Three 
of four 
times
Most
days
Often
every
day
1 have thought about situations which 
have made me feel stressed
1 have examined my personal 
response to situations by looking at 
what happened before and during 
stressful situation
1 have avoided difficult situations
1 have used deep breathing and 
relaxation when under pressure
1 have watched more T.V.
1 have drunk more alcohol
I have actively used my imagination 
and imagined mySelf achieving a 
successful outcome in a particular 
situation
1 have used imagery and visualisation 
to feel more confident
1 have used specific visualisation 
exercises (e.g. on a tape)
1 have used clear methods to help 
myself feel more empowered:
If you like, please add an example 
here:
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APPENDIX 5
P rogramme F or  P ersonal D evelopment 
W ithin  T he W orkplace:
S elf-M anagement C ourse -  P articipants’ R esponses
“Positive Images  -  Positive Steps”
F eedback  F o r m : : Su m m a r y  O f R atings 
C ourse F eedback : Pa r tic ipa n t C om m ents
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C o u r s e  F e e d b a c k  F o r m  : S u m m a ry  O f R a t i n g s
QUESTIONS
PARTICIPANTS’ RATINGS (0-5)
FINAL GROUP 
GROUP MEAN
CONTENT
Relevance
(i.e. How useful to you)
4.1
Interest
(i.e. How interesting did you find it)
4.4
Novelty
(i.e. How the new ideas are to you)
3.5
Applicability
(i.e. How you could apply this)
3.8
Informative
(i.e. How helpful at giving information)
4.0
Structure
(i.e. Balance of listening and doing)
4.1
DELIVERY
Smoothness
(i.e. How well did it flow)
4.4
Atmosphere
(i.e. How comfortable you felt)
4.5
PERSONAL DEVELOPMENT
Usefulness of this presentation for personal growth 4.0
Usefulness of the presentation in changing established 
patterns of thought about your work
3.8
Usefulness of the presentation in changing established 
patterns of behaviour in your work
3.5
Usefulness of the presentation in offering ideas to think 
about generally
4.3
Usefulness of the presentation in that I am going to make 
changes in my life
3.8
Usefulness of imagery which I can apply in my life 3.7
GLOBAL RATING
My rating of the presentation overall 4.4
C o u r se  F e e d b a c k : P a r t ic ipa n t  C o m m en ts
Participants were given course evaluation forms to fill in on completion of the course. 
There were open-ended questions that participants were asked to respond to. Both 
positive comments and critical views were elicited in the feedback forms. Participants 
were also asked whether they would recommend the course to others and their 
reason for doing so.
The overall response to the question ‘What did you like about the course?’ revolved 
around having ‘time to think’, or ‘being made to think’ about thoughts, beliefs and 
behaviours. Some participants felt it helped them to review their life and current 
situation. Even the participant who provided the lowest evaluation scores overall said 
they liked the fact that the course gave them ‘time to think about yourself, rather than 
others’. Another participant said the course has been very important to me in helping 
me make decisions about the future: I no longer feel ambivalent’. When asked about 
what sorts of course they might be interested in attending, participants frequently 
mentioned that they would like to experience more visualisation. In attempting to find 
out what participants generally did not like about the course, there were no clear 
themes. However, three people mentioned that the second session was somewhat 
difficult to follow. It was felt that this session introduced three different concepts, with 
little time to integrate the material.
In line with any approach, there are likely to be some people who respond better to 
one method rather than another. In the feedback responses there were, in fact only 
two people who said that they were not really interested in this approach. When 
asked for critical views on the course, one person commented that “it’s not my cup of 
tea”, but yet rated the presentation highly and said they would recommend it to others 
if they were interested in the area. The main areas of positive feedback concerned 
the active engagement or involvement of those attending. An informal and non­
threatening atmosphere was also considered beneficial, as one person wrote that 
what they liked was that it was “relaxed, informal, at a level we could understand, 
fun!”. The visualisation and group exercises were generally enjoyed. Other comments
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were “It made me think about valuing my work and concentrating on the positive 
aspects of my abilities”, and “Liked feedback”. As regards personal input, it was 
frequently difficult for the presenter to get an immediate insight into whether the 
participants were happy to be more involved. Yet one response to the question about 
what they liked was “Gave us tasks to think about, rather than just talking all the 
time”. Although individuals attending the programme may have made extremely 
positive comments, the long-term usefulness of the course and its effects are more 
relevant than an initial ‘feel-good’ factor. Notwithstanding this, the initial response 
such as that below acted as encouragement in continuing the development of the 
course: “I most definitely would recommend this course, why should I be the only one 
to have enjoyed this?” A comment that was more ambiguous, was that the course 
was to be recommended as it was “character building I”
Throughout, there was a feeling that more time was needed, and that people would 
have liked even more opportunities to explore the concepts presented. Other 
comments were that at first it was hard to grasp new ideas. Some of the visualisation 
exercises and issues to ponder were considered to be ‘thought-provoking’ and 
‘sobering’.
Preparation of materials for the course participants to take with them, as well as clear 
and visually appealing acetates and video clips were considered highly, and people 
were keen on having a reading list to lead them further in the area. Reasons for 
c recommending the course were further given as “Practical guidance for reviewing 
own performance and functioning”, “it made me aware that in future in certain 
circumstances and situations I will question why and what I am feeling as well as 
others”, and “it made concrete positive concepts useful for the individual and 
organisation”. Yet organisational barriers and cultural confines at work were 
acknowledged in that for some settings such ‘self-development’ was seen as 
irrelevant. One person commented that they would recommend the course but “both 
time and organisational change have to be in place”. A rejoinder to that was made by 
another participant who said, “the more people that are aware of ways of helping 
themselves the less stress there will be”.
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ABSTRACT
Objectives
The aim of this exploratory research study was to examine psychological variables that 
have an influence on treatment adherence in young people with renal disease.
Method
A pilot study (n=4) examined core themes regarding living with and managing a chronic 
condition. The main exploratory study examined how relationship issues between 
patients, parents and professional staff influence treatment adherence in a sample of 
adolescents (n=16) between the age of 11 to 19 years. These participants were 
undergoing either pre-dialysis, peritoneal dialysis, haemodialysis or post-transplant 
treatment. A correlational design examined the association between variables. 
Psychological variables included self-esteem, locus of control, and treatment-specific 
constructs. Contextual variables included the family and work environments, in particular 
features of conflict and concordance of views. Outcome criteria of adherence were 
objective physical and biochemical measures (weight gain, level of phosphate, 
potassium, and cyclosporin), and subjective adherence ratings.
_ JndlcatïpQS weje that indMdu as well as inter-relationship factors _
were associated with objective treatment adherence. Internal locus of control correlated 
with treatment adherence, and chance locus of control and family environment factors of 
conflict and disorganisation were correlated with non-adherence. Subjective measures of 
adherence were related to family structure (with single-caregiver families rating higher on 
non-adherence). Health care professionals’ work environment was linked to the young 
person’s subjective adherence, with adherence associated with higher co-worker 
cohesion and supervisor support. Ratings by children and doctors of the same 
treatment-specific constructs were not congruent, although they were more closely 
matched if the child-doctor relationship was considered to be positive.
Conclusion
In this exploratory Study with a small sample, it was found that inter-relationship 
dimensions are important in the treatment of young people with renal disease. This was 
indicated by quantitative analysis, illustrative material, and by using personal construct 
methods. Further research studies to examine relationship dimensions in treatment 
adherence are indicated. Ideally these should be longitudinal studies with a large sample 
and multi-centre in nature.
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1. INTRODUCTION
Adherence to medical management or treatment in chronic conditions is seen as 
difficult to achieve, yet crucial to health (Williams, 1998). Difficulties associated 
with living with a chronic illness and dealing with specific treatment requirements 
affect both the person with the illness and those most closely involved with them. 
Research reviews show that problems in adherence in paediatrics have been 
linked to patient factors (e.g. low self-esteem, age), family characteristics (e.g. 
conflicts, poor coping), disease factors (e.g. acute or chronic illness), regimen 
factors (e.g. chronicity, complexity), communication patterns (e.g. doctor-patient 
relationship), health beliefs, physician characteristics (e.g. job satisfaction), and 
systemic factors (e.g. treatment delivery system, resources), with other variables 
yet to be investigated (Dunbar-Jacob, 1993; Rapoff & Barnard, 1991; Wolff, 
Strecker, Vester, Latta & Ehrich, 1998).
Difficulties in young people keeping to treatment regimes in chronic illness is 
considered a challenge for the child, parents, and professional staff, as well as a 
costly burden on health care resources (Rissman & Rissman, 1987). Research 
studies have focused on demographic, individual, and psychological 
characteristics of non-adherence without really taking the context of the treatment 
and relationships into account. The focus away from ‘treatment adherence’ to 
'therapeutic alliance’ has been emphasised in the trend towards consumerism in 
health services and regarding patient behaviour. Nevertheless, understanding the 
young person with a chronic illness within the system of health care, the reasons 
for non-adherence, and the personal and financial effects remains relatively 
uncharted territory.
The present study aims to highlight interrelationship factors as they influence 
adherence with treatment, and is intended to be both academically and 
practically focused. It aims to examine individual psychological variables, family 
and social environmental factors (particularly factors associated with conflict and 
concordance of views), and relational constructs in order to assess their influence 
on treatment adherence in young people with chronic renal disease.
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1.1 CHRONIC ILLNESS IN CHILDHOOD
Chronic illness brings with it changed circumstances for the individual and the 
family, and an ongoing process of problem-solving, adaptation and adjustment. 
Eiser (1990) comments on the current conceptualization in approaches to 
understanding the impact of chronic illness on children and their families, where 
families and children with chronic conditions are not seen as deviant, but as 
ordinary people in exceptional circumstances. However, research and writing in this 
area points to particular needs of sick children (Lansdown, 1980; Ward, 1986), and 
questions have been asked about the manner in which these needs are met in the 
context of medical treatment.
Survival rates for children with chronic illnesses have increased as a result of 
medical and scientific advances. In the area of paediatric clinical psychology there 
has been a similar increase in the scope for involvement in the application of 
psychological theory and research.
While children are surviving with chronic and life threatening diseases, 
psychological knowledge and research might usefully be directed towards 
increasing the mastery and coping skills of these children and if possible 
improving their general quality of life. Fielding (1985, p. 49)
Living with a chronic disease affects both the individual with the illness as well as 
others in the context of the immediate family and beyond. The repercussions alter 
every aspect of daily life, influence coping, change the emotional environment, and 
modify short-term plans and long-term decisions:
In an age and culture in which good health is taken for granted parents 
expect their children to be well and survive them. Diseases which threaten 
children's autonomy and compromise their life-expectancy challenge our 
emotions and coping resources to their limits. Childhood disease can turn 
the world upside down. Eiser (1993, p. 11)
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The suggestion made in early published work (Pless & Roghman, 1971; Stein & 
Jessop, 1984) of a double burden of physical and emotional problems has been 
refuted. It has been noted that the imputation that people and families with chronic 
or life-threatening conditions are psychologically maladjusted, have low self-esteem 
or are immature was based on anecdotal evidence, subjective impressions and 
uncontrolled investigation (Fielding, 1985). Nevertheless, as Lansdown (1980) has 
shown, sick children have particular needs, and there are likely to be emotionally- 
focused concerns. Coping with treatment regimens and other changes results in the 
child and family dealing with 'differences' between themselves and others.
The question of whether one can speak of 'children with chronic illnesses' is raised. 
Are we not assuming a commonality across conditions by doing so, and is there 
evidence to suggest that this is acceptable ? Eiser (1990) comments that very few 
studies have involved comparisons of adjustment between children with different 
diseases. There are varied results from other research, with suggestions that 
psychological adjustment in children with chronic illness is not simply related to the 
disease parameters; there is also a need to investigate issues of everyday 
functioning and activity. Breslau and Marshall (1985) revealed differences in 
adjustment between children with disorders involving the brain compared with 
children with cystic fibrosis. Wallander, Vami, Babani, Banis and Wilcox (1988) 
found few differences between children suffering from diabetes, spina bifida, 
haemophilia, chronic obesity and cerebral palsy. They suggest that the emotional 
demands of any chronic illness outweigh the idiosyncratic demands of a particular 
disease when predicting adjustment.
Further exploration of the demands of chronic illness in the family and medical 
context might be linked to how the system accommodates to the multiple needs of 
dealing with a long-term condition. Hamlett, Pellegrini and Katz (1992) cite the 
importance of the quality of the relationships within the family in shaping the coping 
response of the child and the family.
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The effects of a child's chronic illness work in a mutually interactive manner in the 
family. Rothenberg (1982) considers the manner in which chronic illness upsets the 
'psychosocial metabolism' of the entire family. Two of the major areas of influence 
cited are: affective issues for the child and his family, and socio-economic and 
physical environmental issues for the whole family.
1.2 TREATMENT RELATED PROBLEMS IN RENAL DISEASE
In the past the focus has been on individual pathology or deficits in relation to 
disease aetiology and management of the chronic illness. However, Zeltzer, 
Kellerman, Ellenberg, Dash and Rigler (1980) showed the essentially healthy 
psychological status of adolescents with a chronic illness in a study of 345 healthy 
adolescents and 168 adolescents with chronic conditions (including renal disease). 
Yet, illness-related life disruption can still occur, despite psychological normality.
Chronic renal failure has with it associated areas of concern: growth and physical 
appearance, educational functioning, hospitalisation and invasive medical
procedures, distress and anxiety, self-esteem and depression, parental stress 
and coping, general psychosocial adjustment, and psychological aspects around 
uncertain prognosis (Brownbridge & Fielding, 1994). These will be addressed in 
turn below.
1.2.1 Growth and Physical Appearance
A number of studies have highlighted the effects of renal failure on growth and 
physical appearance as being a major concern for children on dialysis,
particularly with regard to body-image (Galpin, 1992). Treatments and invasive 
procedures leave scars, cause acne, increase hirsuitism, or result in features of 
Cushingoid nature as well as delay of sexual development (Henning, Tomlinson, 
Rigden, Haycock & Chantier, 1988).
1.2.2 Educational Functioning
Ehrich, Rizzoni, Broyer, Brunner, Brynger, Fassbinder, Geerlings, Selwood, 
Tufveson and Wing, 1992), investigated schooling, employment and social
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situations of young adults on renal replacement therapy in centres across 
Europe. Their report concluded that rehabilitation is a dynamic, interventional, 
and goal-orientated process, undertaken by doctors in co-operation with 
psychologists and related professionals. Their data showed clearly that there 
needs to be more to treatment of renal failure than sustaining life. Similarly, 
Henning et al. (1988) found educational under-functioning which was likely to be 
associated with considerable disruption to normal social and school activity.
1.2.3 Hospitalisation and Invasive Procedures
Research on children’s hospital experiences and medical procedures have 
shown these to be stressful for young people, although studies are equivocal 
about the negative impact of hospitalisation and ongoing treatments. Stressful 
situations may, in fact, afford the young person an opportunity to cope 
successfully with difficult situations (Hall & Stacey, 1979; Lansdown & Sokel, 
1993; Prins, 1994; Ross & Ross, 1988). These studies have looked at children's 
views of what is happening to them, and their understanding about medical 
treatment. However, as presented earlier, for children with renal conditions, some 
of the issues are (1) many regular hospital or clinic admissions (e.g. for 
haemodialysis), (2) experiencing multiple (painful) invasive medical procedures,
(3) being required to comply with medication regimes and dietary constraints, and
(4) often having an uncertain prognosis. In particular, creating and accessing the 
fistula for dialysis frequently causes distress.
1.2.4 Depression, Self-esteem and Locus of Control
Kazdin (1990) refers to a biobehavioural model of depression that integrates 
several factors which may predispose a young person to depression. Physical 
illness and its treatment is one of the factors. In a review of 60 studies of 
depressive symptoms among children and adolescents, Bennett (1994) found 
that although children with chronic medical problems had a slightly elevated risk 
for depressive symptoms, most were not clinically depressed. However, Hudson, 
Fielding, Jones and McKendrick (1987) found high levels of depression in many 
adolescents undergoing dialysis when compared with normative data.
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Brownbridge and Fielding (1991) found a trend for children who had home 
haemodialysis or continuous ambulatory peritoneal dialysis to have fewer 
depressive symptoms than children receiving haemodialysis in hospital. Morton, 
Reynolds, Garralda, Postlethwaite and Goh (1994) examined psychiatric 
adjustment following renal disease in former paediatric patients, and found lower 
self-esteem characterised renal patients when compared to a matched 
comparison group. Gorynski and Knight (1992) link the concepts of peer 
acceptance and self-esteem, and report on the usefulness of support groups to 
enhance self-esteem and peer relationships. In terms of Locus of Control, it is 
suggested that individuals with internal locus of control (the dimension that 
reflects a belief that one has an influence or control over one’s health) are more 
likely to exhibit recommended health behaviours. In young people with diabetes, 
lannotti and Bush (1993) report that locus of control has been found to be related 
to metabolic control, not degree of compliance.
1.2.5 Parental Stress and Coping
Brownbridge and Fielding (1994) found that children’s treatment adherence was 
poorer when parents’ reported reactions to the diagnosis had been more 
extreme. They also found a correlation between parents reporting greater 
psychological stress associated with treatment and poorer adherence. Hulstijn- 
Dirkmaat and Damhuis (1994) found that parents of school-going children 
experienced more stress than the parents of younger ones, as did parents of 
children with a failed transplant.
1.2.6 Psychological Aspects and Uncertain Prognosis
Clearly the treatment of chronic renal failure encompasses more than the 
sustaining of life. This relates to the patient as well as the family, as Hulstijn- 
Dirkmaat and Damhuis (1994) assert that the psychological aspects of renal 
failure, such as uncertainty and lack of confidence in the future are most stressful 
for parents.
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1.2.7 General Psychosocial Adjustment
It has long been debated whether children with chronic conditions such as renal 
failure, are psychologically maladjusted. Garralda, Jameson, Reynolds & 
Postlethwaite (1988) contend that problems in psychiatric adjustment are more 
common in children and adolescents with chronic renal failure when compared 
with healthy controls. Morton et al. (1994) describe the link between childhood 
adjustment in renal failure and adult psychopathology. They conclude that 
patients who reported more psychological problems in childhood had lower self­
esteem as adults, but that the adults did not show more psychiatric morbidity 
than matched controls.
The distinction between 'maladjustment' and 'normality' raises opportunities for 
thorough debate, especially where children's needs are concerned (Schwartz & 
Lees, 1994). Despite not wishing to be stigmatising, it is clear that there are 
problems of adaptation and adjustment for young people and families with renal 
disease. Considering the number of issues that such individuals and families 
need to address, it would seem improbable that there were not some 
psychosocial difficulties. Reynolds, Morton, Garralda, Postlethwaite & Goh (1993) 
refer to their studies, which found that, although most children with end stage 
renal failure cope adequately with the illness and its treatment, a considerable 
proportion have some problem in psychiatric adjustment, the nature and severity 
of which varies according to the severity of the illness. ft
1.3 SYSTEMIC INFLUENCES ON TREATMENT ADHERENCE
The contention that patients are affected at a physical level, a psychological level 
and in terms of their socio-behavioural being (Basch, Brown and Cantor, 1981) 
echoes the conceptualisations of the socio-ecological and systems models 
(Bronfenbrenner, 1979). The bio-psycho-social nature is seen to be inter-linked, 
and can be seen as a part of a wider environment of the family and community. 
Adopting this conceptual framework, the understanding of context and treatment- 
in-context raises further challenges to holistic care. Theoretical models examining 
family and professional system functioning and their mutually influencing nature
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were reviewed in the academic dossier, as part of the review on issues relating to 
treatment adherence in children with renal disease, and will not be reiterated in 
depth here. It is clear that the family and health care systems influence 
individuals’ adherence with treatment.
1.3.1 Individual-in-System Influences
To examine interactions between the ‘individual’ and the ‘system’ within which they 
exist necessitates the ability to observe from different perspectives. This includes a 
focus on the individual as well as at other systemic levels as predicated by Wolff, 
Thielen & Ehrich (1992) in their multidimensional model of illness behaviour. 
Individual meaning within particular contexts has been examined by Personal 
Construct Theory (Kelly, 1955). This contends that events are only meaningful in 
relation to the ways that they are construed by individuals, and is based on the 
assumption that people develop their own internal representations to account for 
their experiences. The ‘socio-behavioural being’ described above interacts and 
communicates with others, with their own unique internal representations. These 
might include different views of medical treatment and adherence, and motivational 
issues. Thomas and Harri-Augstein (1985) highlight the importance of a 
conversation between learner and tutor that explores choices and constructs, and 
examines alternative ways of construing the situation to be faced. They claim that 
motivational problems arise in the differences in the purpose that lie between the 
teacher and learner. This proposition corresponds to that of Marteau, Johnson, 
Baum & Bloch (1987) who suggest that the difference in goals between the patient 
and doctor affects adherence. Nevertheless, Campbell (1986) points to others who 
impact on treatment - members of the family. This will be discussed below.
1.3.2 Family Influences
In exploring the reciprocal influences of individual patient and family on 
adherence, seminal work in family therapy literature focused on family 
characteristics (Minuchin, Rosman & Baker, 1978). The emphasis away from 
labelling families does not detract from the usefulness of examining the 
association between family variables and health.
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All physical illnesses, particularly life-threatening and chronic ones, 
profoundly affect the family life of the patient, and the changed family 
circumstances in turn impact the physically ill patient.
Sholevar and Perkel (1990, p. 371)
Evidence supporting the influence of the family on adherence in adults is shown 
in studies reviewed by Haynes, Taylor and Sackett (1979). Altschuler (1997) in 
examining the impact of illness of the family concludes that technical advances 
continually alter the demands that treatment places on families. In renal disease, 
home dialysis has resulted in the possibility of fewer disruptions to schooling but 
has meant that the family bears greater responsibility for executing procedures. 
Similarly, families are now confronted by complex decisions regarding living 
organ donation which result in interpersonal and intrapsychic challenges.
Hauser, Jacobson, Lavori, Wolfsdorf, Herskowitz, Milley, Bliss, Wertlieb and 
Stein (1990) in their longitudinal study on adherence of children with diabetes, 
found that particular aspects of family functioning were associated with 
adherence. Family conflict as measured by the Family Environment Scale (Moos 
& Moos, 1981) was correlated with poorer adherence in both the short term and 
in the long term. A study of adult haemodialysis patients found better adherence 
to between-dialysis weight gains when patients felt that their families understood 
their disease and its Meets (Sherwood, 1983). The researcher suggests that the 
patient's perception of the family's understanding may mean that the individual is 
encouraged by the family's support. It may also indicate that adherence has not 
become a control issue through which arguments and conflicts are expressed. 
Examination of conflict within families and concordance between the views of 
different members of the family is an area for further examination.
1.3.3 Professional Influences
Not only family characteristics, but the influence of health care professionals 
variables on patient adherence has been examined with findings suggesting that 
physician job satisfaction was positively associated with general adherence
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(Dimatteo, Sherbourne, Hays, Ordway, Kravitz, McGlynn, Kaplan & Rogers, 
1993). The contention that the health care provider may impact on adherence is 
not new, and studies have examined doctor-patient communication style and 
education (Ley, 1982). Mathews and Christophersen (1988) report that 
paediatricians who are emotionally warm, give positive feedback, and promote 
continuity of care have better success in getting patients to comply with 
recommendations. In terms of children with chronic illness, Knafl, Breitmeyer, 
Gallo and Zoeller (1992) used qualitative methods to explore parent’s views of 
interactions between the family members and health care providers. Their study 
described the relationship as generally one of ‘guarded alliance’, although 
outstanding health care encounters included a blend of technical and 
interactional competencies.
Work environment has been linked individuals’ psychological well-being, and 
Moos (1994) reviews studies in health care environments, making the link 
between work environment factors, personal accomplishment, morale and 
employee satisfaction. He suggests a conceptual model of organisational and 
personal factors and outcomes, proposing that characteristics of the work climate 
affect client outcomes. This reinforces the earlier position held by Masden (1992), 
who exhorts clinicians and researchers to address a problem in its context. It is 
particularly relevant to treatment adherence problems.
1.3.4 Contextual Influences
Chronic illness results in the child and family encountering a variety of health 
professionals in diverse settings. The expertise and particular contribution of 
different professionals either individually or within a team context means that 
interpersonal issues arise and that inter-disciplinary disagreements are likely 
(Drotar, 1993). Rapoff and Barnard (1991) suggest that there may not always be 
a good match between providers and patients or families in terms of 
communication and interactional styles. Different personality characteristics and 
expertise among health professionals may also influence patient adherence. 
Similarly, Christ (1982) proposes that the goals, values and coping styles of the
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family can conflict with those of the treatment team, especially at times of crisis 
during an illness when decisions have to be made.
As Mauksch and Roessler (1990) point out, non-adherence occurs within a 
context of interactions between the patient, family and professional providers, 
and these authors are critical of research taking an individualistic perspective 
rather than a relational one. However, research is hampered by a number of 
factors including evaluation using different outcome measures, small sample 
populations, and different methodologies (La Greca & Vami, 1993). Additionally 
variables such as perceptions and phenomenological issues provide data which 
are difficult to compare across studies.
Considering the many systems that interplay in the patient's life, as well as all the 
factors that influence treatment, it is not surprising that examining adherence and 
achieving improvement have yielded equivocal results. According to Rissman 
and Rissman (1987) adopting a systems view results in a fresh perspective, as 
the problem is viewed in its multilevel context. One of the few studies on renal 
adherence focusing on systemic considerations (Wolff et al., 1998) was 
undertaken with a sample of 85 young people using psychological interviews. A 
third of these patients communicated psychologically meaningful reasons for 
non-adherence, with these reasons being frequently related to interrelational and 
systemic treatment conditions.
1.4 INVESTIGATING INTERRELATIONSHIP FACTORS
Following on from the above, it is evident that examining some of the individual, 
family and systemic variables in a scientific research study would be of likely use. 
The particular variables selected for exploration in the following exploratory 
research study will be described.
Previous research findings (Korsch, Fine & Negrete, 1978; Lavigne & Faier- 
Routman, 1993; Morton et al., 1994; Thompson, Gustafson, Hamlett & Spock, 
1992) have shown the role of individual variables such as self-esteem and health
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locus of control to be of importance in chronic conditions. Aspects of family 
environment and family functioning (e.g. conflict and disorganisation) correlate 
with treatment adherence (Altschuler et al., 1991; Dimond, 1979; Hamlett, 
Pellegrini & Katz, 1992) as well as family composition and structure (Brownbridge 
& Fielding, 1994; Silver, Stein & Dadds, 1996). Similarly, characteristics of health 
professionals have also been implicated as influencing patient adherence 
(Dimatteo et al., 1993). Exploration of individual beliefs about treatment and 
quality of life have been the focus of research in terms of the health belief model 
(Becker & Maiman, 1980) in using a personal construct psychology approach 
(Gardner & Gibson, 1989; Thunedborg, Allerup, Bech & Joyce, 1993) and for the 
development of disease specific questionnaires (Laupacis, Pus, Muirhead, Wong, 
Ferguson & Keown, 1992). Investigations comparing perceptions of professionals 
and families have also been undertaken (Abbott, Dodd & Webb, 1995; Wagner, 
1996), and Bloch (1986, p. 132) argues that:
It is probably desirable, for example, to study the family and 
adherence by including in the field of observation issues of "fit" 
between family and health care system, noting, as well, that the 
notion of non-compliance is constructed by the health care system.
In the current study, the development of an assessment instrument for examining 
perceptions about treatment will be described, in addition to research tools for 
quantitative evaluation of family and work contexts. The applicability of an 
assessment process using the assessment instrument in both research and 
practice will be examined, as this relates to the understanding between the child 
with chronic illness and those most closely involved in the treatment. Considering 
that the materials are either self-generated by the young people, or are practical 
(non-verbal) instruments, it is proposed that these may be used in larger scale 
cross-cultural follow-up studies. Treatment adherence will be evaluated using 
both objective as well as subjective ratings, and these will form the outcome 
measure of adherence.
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This study is based on a comprehensive research study on treatment adherence 
in renal disease (Brownbridge & Fielding, 1994), which investigated the 
relationships between socio-demographic, psychological, treatment and illness 
factors and adherence. Measurement of treatment adherence was based on self- 
report, serum potassium levels, blood urea levels, blood pressure, weight gain 
between dialysis sessions, dietitians’ ratings and consultants’ ratings. The 
treatment adherence outcome measures used in the current study were based 
on their research. Closer examination of these adherence indices and the 
individuals’ health status (i.e. how well these young people were considered to 
be) was not undertaken. It was considered appropriate to attempt to replicate 
certain aspects of their study, by examining the association between treatment 
adherence, family structure, and self-esteem.
The exploratory study presented in this dossier aims to extend the earlier work by 
focusing on the inter-relationship dimensions to examine the associations 
between treatment adherence and family environment (conflict and 
disorganisation), work environment (professional involvement) and the 'fit' of 
perceptions between the parent, child and professional, on treatment-related 
concerns. Theoretically, the family should have a major influence on a family 
member's adherence. Campbell (1986) comments that the family is in a powerful 
position to influence adherence behaviour, either negatively or positively. In view 
of this, variables to be examined in this exploratory study of relationship 
dimensions will include family conflict and family organisation. This study also 
intends to gather qualitative data from the adolescents’ perspective in order to 
examine their views on treatment adherence. Furthermore, this exploratory study 
aims to begin a process of generating hypotheses that may be examined further 
in greater depth, by future research.
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1.5 AIMS AND HYPOTHESES
1.5.1 Aims
The aim of this exploratory research study was to examine psychological 
variables that have an influence on treatment adherence in renal disease in 
young people. The variables considered were interpersonal, intrapsychic, and 
systemic in nature, in the form of the family environment, family structure, work 
environment, self-esteem, locus of control, inter-relationship dimensions and 
perceptions of patients’ and professionals’ treatment related concerns.
The purpose of the initial pilot study was to explore and identify concerns and 
issues which people most closely involved in the treatment process considered to 
have an impact on living with chronic renal disease and managing its treatment. 
The goal was to develop a list or grid of issues, which were considered to have 
most impact on the lives of young people undergoing treatment in chronic renal 
disease. This list of treatment issues was to be used as a rating instrument in the 
main study.
The aim of the main study was to examine particular psychological variables 
using formal psychometric measures and specific instruments to consider their 
impact on adherence with treatment. Consideration was given to previous 
research findings, and the main study was aimed examining individual variables 
(self-esteem and locus of control), as well as specific family dimensions (family 
structure, family conflict and disorganisation) and a dimension of work 
environment (professional involvement) that have been identified as influencing 
treatment adherence.
1.5.2 Hypotheses
The main hypothesis is that treatment adherence is influenced by the relationship 
variables arising in different environments. These include factors in the family 
environment (particularly family conflict, family disorganisation), and in the 
professional staff’s work environment (involvement). It is also proposed that the
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'fit' between perceptions of the patient, parent/carer and professional has an 
influence on treatment adherence. The rationale for the hypotheses and the 
statistical analyses to be used are presented below.
In relation to the first three hypotheses, and based on psychological models and 
theoretical frameworks, the prediction is made that negative family environment 
factors such as conflict and disorganisation will result in poorer adherence. 
Similarly, it is predicted that positive work environment such as increased 
professional involvement will result in better adherence, as would a positive 
relationship with the doctor. It is predicted that single caregiver family structure is 
likely to be associated with poorer adherence. One-tailed tests will be used to 
verify these predictions.
Hypothesis 1.
The first hypothesis, which is divided into four parts, is that the objective measure 
of adherence will be influenced by:
a) The family environment (conflict and disorganisation), with the prediction 
that adherence will be lower in young people from families where there is 
greater conflict and disorganisation.
b) The work environment (professional involvement), with the prediction that
adherence will be lower in young people whose professionals are less 
involved. ^
c) The family structure (single caregiver), with the prediction that adherence
will be lower in young people from families where there is a single
caregiver.
d) Perceived relationship with the doctor, with the prediction that adherence
will be lower in young people who do not have a good relationship with
their doctor.
Hypothesis 2.
The second hypothesis, which is divided into four parts, is that the young 
person’s subjective rating of adherence will be influenced by:
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a) The family environment (conflict and disorganisation), with the prediction 
that adherence will be lower in young people from families where there is 
greater conflict and disorganisation.
b) The work environment (professional involvement), with the prediction that 
adherence will be lower in young people whose professionals are less 
involved.
c) The family structure (single caregiver), with the prediction that adherence 
will be lower in young people from families where there is a single 
caregiver.
d) Perceived relationship with the doctor, with the prediction that adherence
will be lower in young people who do not have a good relationship with
their doctor.
Hypothesis 3.
The third hypothesis, which is divided into two parts, is that the parents’ 
subjective ratings of adherence will be influenced by:
a) The family environment (conflict and disorganisation) with the prediction 
that adherence will be lower in young people from families where there is 
greater conflict and disorganisation.
b) The family structure (single caregiver), with the prediction that adherence
will be lower in young people from families where there is a single 
caregiver.
Taking previous research into consideration, the other variables which have been 
associated with adherence difficulties are self-esteem, locus of control, and age. 
Previous research suggests that adolescents are less adherent to treatment. In 
view of the fact that this sample contains only young people between the ages of 
11 and 19 years, it was decided not to examine age as a separate variable. The 
two remaining variables, self-esteem and locus of control, will be explored using 
one-tailed and two-tailed tests, as follows:
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Hypothesis 4.
The fourth hypothesis, which is divided into two parts, is that both the objective 
measure of adherence and the subjective measure of adherence (young person) 
will be influenced by:
a) Self-esteem, with the prediction that poor adherence would be associated 
with low self-esteem.
b) Locus of control, with the prediction that adherent participants would have 
a higher ‘internal’ locus, and the non-adherent participants would have a 
higher ‘chance’ locus dimension. The suggestion that adherence might be 
affected in either direction by the dimension of ‘powerful others’ on the 
locus of control scale will be examined using a two-tailed test.
The suggestion has been made that it is necessary to study adherence by 
including aspects of ‘fit’ between the family members and health care system 
(Bloch, 1986). This will be examined in the final hypothesis:
Hypothesis 5.
The fifth hypothesis is that the child’s subjective rating of adherence will be 
influenced by the ‘fit’ of perceptions between the young person, parent/caregiver 
and professional, on treatment-related issues (using a semantic grid). It is 
predicted that adherence will be higher where there is a closer ‘fit’ or matchln the 
perceptions of the young person, parent/caregiver and professional. This will be 
examined using grid analyses (Repgrid 3) and described in section 3.2.3.
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2. THE PILOT STUDY
The pilot study was undertaken with young people with renal disease, their 
parents and health care staff. The purpose was to explore and examine the 
themes highlighted as being of concern to those most closely involved with living 
with chronic renal disease.
2.1 METHOD
The primary research method undertaken in the pilot study was the drawing out 
of themes from interviews, based on narrative methods and attending to the 
social context in which events occur and have their meaning. Interviews were 
designed to gather information and gain insights into the lives of individuals who 
have renal failure, to form one of the instruments to be used later in the study.
2.1.1 Participants
The pilot sample of participants was drawn from patients at a specialist Children's 
Hospital in England, who were diagnosed as having chronic renal disease. Other 
participants included the parents of these young people and health care staff 
working in the field of renal disease. Patients with chronic renal disease were 
identified from the list of patients. Criteria for selection were that participants were 
aged between 11 and 19 years old. Six patients were randomly selected. One 
refused to be interviewed and one left the area, leaving four participants. Four 
parents were interviewed, and three health professionals.
2.1.2 Procedure
Participants were interviewed using a semi-structured interview format. Focus 
groups were held with staff to elicit themes about living with renal failure and its 
treatment, and the concerns and problems encountered. This was seen as part of 
a general audit of the provision of clinical psychology services. Participants were 
approached at a clinic appointment and were told about the research aim of the 
clinical psychologist by the doctor or nurse attending to the child. It was 
described as work to explore and find out what it was like to live with a chronic 
illness. Participants who consented to participate were interviewed either when
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they visited the outpatient clinic on a following occasion, or an appointment was 
made to see the researcher in the clinical psychology consulting rooms.
2.1.3 Measures
The exploratory interview format used (see Appendix 1) was open-ended, to 
allow for the gathering of information. Themes were drawn out from the 
interviews and focus group, based on clinical assessment and experience, to 
develop a ‘grid of treatment issues’, which was then used with the participants at 
a follow-up appointment. The basis for the development of the grid of treatment 
issues is outlined in Appendix 2.
2.1.4 Study Design and Data Analysis
The pilot study methodology was that of extracting themes from interviews to
generate hypotheses about what is important for young people in treatment for 
chronic renal disease. This was used to develop an instrument to test clinical 
intuition and anecdotal findings. Exploration and elaboration of the themes was 
guided by Personal Construct Psychology (Kelly, 1955), using a variation on the 
repertory grid method and self-evaluation (Butler, 1985; Ravenette, 1980; Viney, 
1985); a semantic differential technique (Gardner & Gibson, 1989). This led to 
the provision of constructs in the form of a semantic differential grid of treatment 
concerns as described below.
2.2 RESULTS
Arising from the interviews and focus groups, a list of themes of concerns or
constructs was produced. These issues focused on what it was like to live with 
chronic kidney disease and comprised of:
• Views on the effects of the disease on education and school work
• Influence on friendship and relationships
• The impact of taking medication and following diets
• Time and resource management to attend clinic appointments
• Restrictions imposed as a result of having treatment
• Anxiety and concern felt by people involved with treatment
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• Difficulty in talking with others about their concerns
• Feeling as though there were not any choices in their lives
• Isolation and feeling that others do not really understand them
• Conflict about maintaining treatment regimes with parents and staff
• The stressful nature of living and managing the condition
• Parental anxiety and support as the child develops towards adulthood
These topics were incorporated into the ‘Self-Evaluation Grid' of treatment 
issues, a semantic differential grid examining perceptions of issues of concern 
relating to living with chronic renal disease (see Figure 2.1). Some of the themes 
were merged: for example ‘restrictions imposed by treatment', ‘time attending 
appointments', and ‘the stressful nature of living with the condition’ related to one 
item ‘the degree to which the condition was felt to be a frustration or ‘a hassle’. 
Other of the themes were expanded: ‘the impact of taking medication and 
following diets’ was contained in three items regarding dietary constraints, fluid 
restrictions, difficulties surrounding fistula access and needles. The theme 
concerning education and school work was not included, since this broad area 
was felt to be out of the health arena, and warranted specific examination and 
attention by the education service.
Following its development, the grid was piloted on the four young people and two 
members of staff by the researcher. Participants were asked to rate the issues as 
they encountered them and describe the way they felt reflected their experience. 
They found the approach comprehensible and ‘do-able’, and it was felt to confirm 
clinical impressions.
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TREATMENT
ISSUES’
SUPPLIED
CONSTRUCTS
10 9 8 7 6 5 4 3 2 1
Diet
difficult
Diet
Easy
Parents
worried
Parents
unconcerned
Fluid 
1 difficult
Fluid
easy
Needles 
a worry 8
Needles 
no worry
Dialysis
upsetting
Dialysis
fine
Staff have 
no time
Staff have 
lots of time
Different from 
friends
Same as 
friends
No choices Many choices
Illness a 
"hassle"
Illness no 
"hassle"
Support
lacking
Support
Plentiful
Viewpoint not 
understood
Viewpoint is 
Understood
Figure 2.1
Self-evaluation Semantic Differential Grid of Treatment Issues
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2.3 DISCUSSION
In summary, the pilot study developed a semantic differential grid to rate the 
problems associated with kidney disease and its treatment. Based on a series of 
semi-structured interviews with children and families with renal disease, as well 
as focus groups with staff the items reflecting concerns and problems were 
summarised in grid form. In the current study, with a heterogeneous sample, 
some of the items may, in retrospect, be considered to relate more closely to 
young people undergoing haemodialysis.
The semantic grid offers a quantitative scoring of difficulties linked to treatment, 
as assessed by the child, parent, and health care staff. It is suggested that the 
grid may be used longitudinally to explore the issues for a particular child over 
time. The semantic grid may also be considered as an alternative approach to 
examining concordance or disagreement between the young person, members of 
the family and the treatment team on particular grid items. As such, it is might be 
expanded and developed further. Depending on the nature of the sample with 
which it is likely to be used, different grid items may be added or removed as 
appropriate (e.g., for a haemodialysis population, those who have had renal 
transplants etc.).
In the following section, the main exploratory study, psychological variables and 
issues impacting on treatment adherence will be examined using formal 
measures in addition to grid items.
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3. THE MAIN EXPLORATORY STUDY
In this section, the influence of a number of psychological variables on treatment 
adherence is examined. The examination of these associations is firstly 
undertaken using established quantitative approaches. This is followed by 
exploring the subjective features that relate to treatment adherence, and ends 
with an approach using another model of examination, derived from Personal 
Construct Psychology, to incorporate both qualitative and quantitative methods. 
Of particular interest throughout, are features of agreement or discordance in 
living with and managing a chronic condition. These are proposed to lie in the 
areas of (1) the family, with potential conflict and disorganisation, (2) professional 
involvement, and (3) perceptions regarding treatment-related issues and the 'fit' 
between those of the young person, parent and professional.
3.1 METHOD
3.1.1 Participants
The sample consisted of 16 young people between the ages of 11 and 19 years, 
at a specialist Children’s Hospital in England. The participants were in pre­
dialysis, were in peritoneal dialysis, were in haemodialysis or had had renal 
transplants (see Table 3.1). Out of a total of 28 young people who were invited to 
participate in this part of the study, eight participants refused to participate or 
failed to respond to the invitation. A further three had difficulty in completing the 
measures and answering the questions, and one was unable to attend the 
interview. Thus, the final sample consisted of 16 children (mean age 13.4 years) 
of whom seven (44%) were female and nine (56%) were male. All participants 
spoke English as their first language. Participants were in the process of 
undergoing different treatment regimes. Five were in pre-dialysis, one in 
peritoneal dialysis, one in haemodialysis, and nine had received renal 
transplants and were being actively treated with medication to prevent organ 
rejection. The principal caregiver (father/mother/guardian) as well as the two 
health care professionals most closely involved with the treatment (one doctor
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and one nurse) were interviewed. Thus, in each case, the child, a parent, a 
doctor, and a nurse completed measures.
The sample is heterogeneous, with only two of the participants undergoing 
dialysis. The majority of participants were adolescents who had undergone 
kidney transplantation. Most of this sub-group had been dialysed prior to their 
transplant having taken place. The themes explored in the pilot sample (for 
producing the semantic differential grid), may have resulted in the grid containing 
a few items that relate more closely to the perceptions of the sample of dialysed 
participants. Mixing participants makes generalisation from the results difficult, 
since research in this area usually focuses on a ‘difference model', because 
different patient groups are likely to differ in their psychosocial adjustment and 
health challenges (Davis, Tucker & Fennell, 1996).
The medical context within which the study was undertaken, poses practical 
difficulties in terms of recruiting participants, gathering data within a busy working 
environment, and in relation to the use of medical and biochemical assessments 
to examine adherence. This will be discussed further when highlighting problems 
in measuring adherence (section 3.1.3).
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3.1
3.1.2 Procedure
Participants attended interviews at a paediatric outpatient department, following 
an invitation to participate in the study. They were told that the research was 
looking at ways of improving and developing services for people with a chronic 
illness. Consent forms and explanations of the research were given with no direct 
reference to treatment adherence problems (in order to prevent a sample bias, 
where participants who were non-adherent refused to participate). This was 
followed by a semi-structured interview and the completion of questionnaires. 
Interviews with the principal caregiver took place following the interview with the 
young person, and the health care professionals were interviewed separately. 
The letters of invitation, consent forms and other materials are contained in 
Appendix 3.
3.1.3 Measures
The measures of adherence that were selected were based on those used in 
previous research (Brownbridge & Fielding, 1994) and several different types of 
measure were chosen to provide indicators of adherence. Measurement of 
adherence is beset with methodological problems as outlined in the earlier review 
in the academic dossier of this portfolio. Treatment of renal disease is complex, 
and different patients with the same disease are likely to be offered dissimilar 
treatment regimes. Therefore, adherence cannot be viewed as a unitary concept, 
and can also not be automatically associated with health outcome.
The extent to which the biochemical measures of adherence can be considered 
to be objective measures is linked with the complexity of the nature of the 
individual’s biological and metabolic response and uptake of medication. Blowey, 
Hebert, Arbus, Pool, Korus and Koren (1997), report on the problems in using 
biochemical markers (e.g., due to the relatively short half-life of cyclosprorine). 
This may result in classifying someone as compliant who, although normally not 
taking medication regularly, may have ingested the dose on the days before the 
measuring of the blood levels. Although such biochemical analysis may result in
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considering the individual to be adherent, in the long term the person is likely to 
have a poor health status. It is not always possible to assert confidently whether 
biochemical analyses are 'true' measures of adherence, or in fact if they predict 
future health status. Despite ethical issues of deceptive research, suggestions 
are made in the literature on electronic monitoring of pill boxes, although there 
exists the likelihood of non-dosing opening which compromises the results of 
such appliances as well.
Methodological problems arise from the question to what degree adherence is a 
multi-dimensional construct requiring multiple indicators, and what the degree of 
association is among the main adherence measures. In order to minimise some 
of the problems, it may be considered helpful to combine multiple indicators of 
adherence, and to consider adherence to occur along a continuum. Correlations 
among the different adherence measures can be examined, although the 
suggestion of the literature is that there are few relationships between adherence 
to the different areas of a regimen (Glasgow, McCaul & Schafer, 1987).
Previous studies mentioned earlier have used a number of criteria and measures 
for examining the area of adherence. Therefore, for the purpose of this 
exploratory study, an operational definition of adherence is suggested. It is 
suggested that adherence here consists of consistently following the medical 
treatment regimen as outlined by the health care professionals who have leading 
responsibility for the particular young person's care (i.e., regular intake of 
medications, following the diet and fluid restrictions and undertaking dialysis if 
applicable).
The comprehensive set of measures, including the forms, which were given to 
the participants, is presented in Appendix 4. Measures were either independently 
scored (e.g., objective outcome criteria) or scored by the individual participants 
(the young person, parent, professional staff). Some of the measures were 
completed by all participant groups (young person, parent, professional staff), 
whilst others were completed by only some groups. This will be shown fully
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following a description of each of the measures below (see Figure 3.2). 
Psychometric properties of the measures are described in section 3.1.3.4.
3.1.3.1 Treatment Adherence Measures
Treatment adherence was measured using objective and subjective measures, 
whilst considering the arguments regarding the definition and measurement of 
adherence and health status. The measures chosen were considered to be the 
outcome variable or dependent variable, which was hypothesised to be 
influenced by the other variables under consideration.
3.1.3.1.1 Independently Scored Measure 
Objective Criteria of Adherence Outcome Measurement
Objective criteria were used to assess whether the young person was within 
acceptable boundaries to be considered adherent with treatment. The criteria 
were established in consultation with the consultant paediatric nephrologists and 
nursing staff to determine whether potassium, calcium, phosphate, cyclosporin 
levels, and weight gain were within acceptable levels for adherence. A child was 
rated as non-adherent if he or she failed to meet the ideal range on at least one 
of up to five measures relevant to his or her medical condition. Due to their illness 
stage, some participants were only scored on four criteria. The objective outcome 
criteria are presented in Figure 3.1.
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OBJECTIVE OUTCOME CRITERIA FOR TREATMENT ADHERENCE
Calcium Level:
The ideal range is taken to be between 2.15-2.75 mmol/l.
Phosphate Level:
The ideal range is taken to be between 1.00 -1.95 mmol/l.
Potassium Level;.
The ideal range is taken to be between 3.50 - 5.50 mmol/l. 
Cyclosporin Levels:
The ideal range is taken to be between 95 - 205 ug/l.
Weight Gain:
Gain of less than 5% of the participant’s body-weight was acceptable.
Figure 3.1
Objective Measures of Treatment Adherence
3.1.3.1.2 Subjective Criteria of Adherence Outcome Measurement
Ratings of the degree to which an individual was perceived to be adherent to 
treatment overall was given on a Likert scale, along a continuum from 0 to 10 
(with 0 indicating total non-adherence and 10 indicating total adherence). These 
ratings were completed by all the participants in the study (young people, 
parents, professional staff).
3 1 3  2 Environmental. Psychological and Relational Measures
Psychometric properties of the measures used
Psychometric information regarding the measures used is cited below. The 
psychometric properties of the formal measures were referred to prior to 
decisions being made concerning their inclusion. These data were obtained from 
the manuals quoting the existing norms, and original validation studies pertaining 
to the measures. Concern is raised regarding calculation of the psychometric 
properties, in particular reliability analyses, of the current sample with limited 
sample size, in a meaningful manner. Consequently, the reliability analyses taken
from the manuals along with those calculated will be given below. With regard to 
the measures that were developed for this study, in the form of rating scales, 
these were not examined further. However, the examination of the formal 
measures for reliability was undertaken using Cronbach's alpha, which will be 
presented as part of the discussion of each measure. The majority of the 
examinations on the measures did not reach a statistically meaningful alpha, 
which has serious implications for the use of the measures and interpretation of 
results. Considering the small sample size, this was to be expected.
Table 3.2 presents the reliability coefficients for the measures examined on the 
present sample population.
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Measurement of Reliability Analysis of the Measures used in the Study
MEASURE Reliability Coefficient (Cronbach’s alpha) 
this sample Clven in manual
Familv Environment Scale subscales
Conflict 0.75
(Parent) 0.18
(Young person) 0.23
Organisation 0.76
(Parent) 0.66
(Young person) 0.47
Work Environment Scale subscales
(Professional Staff)
Involvement 0.03 * 0.80
Co-worker Cohesion 0.16 * 0.68
Supervisor Support 0.41 0.77
Physical Comfort 0.36 * 0.76
Piers-Harris Self-Conceot Scale 0.58 0.78 -  0.93
Health Locus of Control Scale
Powerful others 0.74 0.67
Internal 0.69 0.77
Chance 0.65 0.75
* indicates zero variance items present
Table 3.2
268
3.1.3.2.1 Family Environment Scale (Moos. 19861
This scale is a 90 item self-report measure, consisting of statements about 
families, which has been used extensively in international research. Participants 
answer 'true' or ‘false’, according to what they think their family is like. The family 
environment scale is made up of 10 subscales, assessing the dimensions of 
relationships, personal growth, and system maintenance and change. Subscales 
are cohesion, expressiveness, conflict, independence, achievement orientation, 
intellectual-cultural orientation, active recreational orientation, moral-religious 
emphasis, organisation, and control. This was completed by both young people 
and parents, and relates to the first, second, and third hypotheses.
The author describes the scale which has been standardised on a sample of 
1125 normal and 500 disturbed families, as demonstrating adequate reliability. 
The full subscales’ range of Cronbach’s alpha are presented as being between 
0.61 and 0.78, with conflict and organisation being 0.75 and 0.76 respectively. 
The current sample gave reliabilities of between 0.23 and 0.66 (see Table 3.2), 
with the organisation subscale having the highest reliability coefficients. The 
option of an item by item examination for correlations was not considered as the 
number of correlations to be undertaken would have resulted in the likelihood of a 
large number achieving significance through chance (Type 1 error), even with the 
use of the Bonferroni adjustment. With a larger sample it might have been 
reasonable to undertake such calculations.
3.1.3.2.2. Work Environment Scale (Moos. 1994)
This scale is a 90 item self-report measure, consisting of statements about the 
work environment. Participants answer ‘true’ or ‘false’ according to what they 
think their work environment is like. The work environment scale is made up of 10 
subscales assessing the dimensions of relationships, personal growth, and 
system maintenance and change. Subscales are involvement, co-worker 
cohesion, supervisor support, autonomy, task orientation, work pressure, clarity,
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managerial control, innovation, and physical comfort. This measure was 
completed by the professional staff, and relates to the first and second 
hypotheses.
Work Environment Scale (Moos, 1994). The author describes this scale as 
having been validated for use with employees in a number of different settings, 
having been standardised on a group of 1045 employees initially, and a 
subsequent sample of 742. The one-month test-retest reliability is given as 
between 0.69 and 0.83. It has demonstrated adequate reliability, with subscales' 
reliability range of Cronbach's alpha between 0.69 and 0.83. The involvement 
subscale reliability is presented as 0.80. The current sample alpha coefficients 
ranged from 0.03 to 0.62, with some subscales (e.g., involvement), containing 
items with zero variance (see Table 3.2).
3.1.3.2.3 Piers-Harris Self-Conceot Scale (Piers. 1969)
This is a self-report scale which assesses the way children feel about themselves 
in situations involving home, school, friends and general circumstances. This was 
completed by the young person, and relates to the fourth hypothesis.
The manual presents a reliability range as being between 0.78 to 0.93, whereas 
the current sample's reliability analysis alpha coefficient was found to be 0.58.
3.1.3.2.4 Semantic Grids
These were developed to tap beliefs, views and thoughts about illness and 
treatment for young people with chronic kidney disease. This supplied constructs, 
which had been developed from interviews with children and focus groups of staff 
(as described in the pilot study section). The grids were completed by the young 
people, the doctors, and the nurses, and relates to the fifth hypothesis.
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3.1.3.2.5 Multi-dimensional Health Locus of Control Scale (Wallston,
Wallston. & DeVellis. 1978)
This was used to measure the children's beliefs (e.g., whether or not their 
behaviour determined their health). It looks at three dimensions of control beliefs: 
‘intemality’, ‘powerful others', and chance or externality'. The measure was 
completed by the young people, and relates to the fourth hypothesis.
This scale has been found to have an overall reliability coefficient of 0.75, with the 
reliabilities being given for the dimensions of powerful others, internal and chance 
as 0.67, 0.77, and 0.75 respectively. In this current sample, for powerful others, 
internal and chance dimensions, reliabilities were calculated to be 0.74, 0.69 and 
0.65 respectively.
3.1.3.2.6 Rated Quality of Relationship
The rated quality of relationship was distilled from a question regarding how well 
the child and their doctor relate to each other, according to the child. The child’s 
perception concerning the relationship quality was rated as either ‘good’ or ‘bad’. 
This was based on collapsing ‘very well, really well and quite well’, into the 
‘good’ category, and collapsing ‘fairly well, fine, and all right’ into the ‘bad’ 
category. These ratings were given by the child, and relates to the first and 
second hypotheses.
3.1.3.2.7 Intellectual Screening
This was undertaken to screen out those who were unlikely to fully comprehend 
the questions or material being presented. The screening device used was the 
British Picture Vocabulary Scale, with the cut off point being a standard score of 
88, corresponding to an age equivalence of 10 years. No participants were 
excluded on the basis of their results from this measure.
This measure is considered to be reliable, (Spearman Brown formula reliability 
coefficients were found to be in the range 0.75 to 0.86). The standardisation
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sample consisted of 3334 participants ranging in age from three years to 
nineteen years.
3.1.3.2.8 Semi-structured Interview
A semi-structured interview was undertaken with the young people to provide 
illustrative material, and to examine issues raised in the initial pilot study. Aspects 
covered were general thoughts about having renal disease and its treatment, 
difficulties encountered, and inter-relationship dimensions. The outline of the 
semi-structured interview is presented in Appendix 5.
3.1.3.2.9 Measure of Family Composition
Family composition was divided into two categories based on whether the family 
was a one-parent family (n = 5) or whether it was a two-parent family (n =11). 
This relates to the first, second and third hypotheses.
3.1.3.3 Summary of Respondents and Measures Used
A synopsis of the measures given to participants and who completed which 
measures is given in the table below:
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Measure Young
Person
Parent Professional
Staff
Subjective Criteria of Adherence Outcome 
Measure
✓ ..... ✓ i
Family Environment Scale I? ' J /  ;,r ■ :
Work Environment Scale
Piers-Harris Self-Concept Scale
Semantic Grid of Treatment Issues V
'  1
Multi-dimensional Health Locus of Control
Rated Quality of Relationship s
i i
Figure 3.2
Measures Completed by Participants in the Study
3.1.4 Study Design and Data Analysis
Participants were interviewed over a period of three months from December 1995 
to February 1996. Retrospective clinical information was available regarding the 
objective outcome measures of treatment adherence, based on the past three 
clinic appointments. The data analyses undertaken were carried out using SPSS.
Considering the small sample size, the group of children consisting of only 16 
participants, there is a severe limitation to the statistical power on the analysis of 
data. Attempts were made to deal with this problem, by using one-tailed tests
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where appropriate (see Hypotheses section 1.5.2), where a particular direction of 
relationship was suggested.
Parametric and non-parametric methods were considered, depending whether 
the data were normally distributed or not normally distributed. Kolmogorov- 
Smimov tests were used to determine whether data was normally distributed. It 
was found that there was a sufficiently normal distribution (K-S z<1.30; p > 0.05) 
in all cases. Hence parametric analyses were used with all variables.
This exploratory study predominantly tests for relationships that are ‘within-rater’. 
This can confound positive results with rater-bias, for instance the rating on 
adherence given by participants (e.g. doctor) are likely to be influenced by and 
influencing other measures (e.g. semantic grid). However, where two people are 
asked independently to rate the same child, this sort of rater-bias is unlikely to 
take place. Certainly, the testing for such within-rater relationships is likely to 
result in a number of correlations between subjective ratings, and is a weakness 
of such research. The use of objective criteria is indicated as a manner of 
attempting to overcome such a bias. However, by conducting an increasing 
number of t-tests, there is a greater chance of obtaining a statistic that will be 
interpreted as significant. This will lead to a Type 1 error (Hammond, 1995).
The question of using a regression analyses was considered. Suggestions in the 
literature (Hammond, 1995) advise that, to reduce the sampling error in multiple 
regression analyses, the sample should contain at least 200 participants or a 
minimum of 5 to 10 people per variable. With the current sample containing only 
16 participants, a multiple regression analysis could not be undertaken safely.
The following section will consider the hypotheses and methods of analysis 
undertaken, taking into account the limitations of the data and small sample size. 
The Statistical Package for the Social Sciences (SPSS) was used for the 
analyses, as follows:
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Hypothesis 1:
The main hypothesis relating to the objective measure of treatment adherence 
was examined using parametric methods. Young people were grouped according 
to the ‘adherent’ (n = 7) or ‘non-adherent’ distinction (n = 9), based on the 
objective outcome criteria. This hypothesis sought to establish whether 
adherence was influenced by the variables in the family and work environments, 
and the perceived relationship with the doctor. Analysis was based on two 
independent samples, using parametric tests, to ascertain statistical significance, 
since data was normally distributed. Specifically:
a) The effect of the family environment scale (conflict and disorganisation) on the 
objective measure of adherence with treatment was analysed using parametric 
methods (t-test). However, the scale was not considered to be reliable.
b) The effect of the work environment scale (staff involvement) on the objective 
measure of adherence with treatment was analysed using parametric methods (t- 
test). However, the scale was not considered to be reliable.
c) The relationship between family structure (composition of family as single­
parent or two-parent family) and objective measure of adherence was examined 
using Fisher’s exact test.
d) The relationship between the rated quality of relationship and objective 
adherence measure was examined using Fisher’s exact test.
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Hypothesis 2:
The subjective outcome measure of adherence as rated by the young person 
was the focus of this examination. Specifically:
a) The effect of the family environment scale (conflict and disorganisation) on the 
subjective measure of adherence with treatment (young person) was analysed 
using parametric methods, examining correlation coefficients (Pearson's). 
However, the scale was not considered to be reliable.
b) The effect of the work environment scale (staff involvement) on the subjective 
measure of adherence with treatment was analysed using parametric methods, 
examining correlation coefficients (Pearson’s). However, the scale was not 
considered to be reliable.
c) The relationship between family structure (composition of family as single­
parent or two-parent family) and subjective treatment adherence (young person) 
was examined using parametric statistical methods (Student’s t-test).
d) To examine the influence of the rated quality of relationship and subjective 
adherence (young person), parametric statistical methods were used (Student’s 
t-test).
Hypothesis 3:
The subjective outcome measure of adherence as rated by the parent or 
caregiver was the focus of this examination. Specifically:
a) The effect of the family environment scale (conflict and disorganisation) on the 
subjective measure of adherence with treatment (parent) was analysed using 
parametric methods, examining correlation coefficients (Pearson’s). However, the 
scale was not considered to be reliable.
b) The relationship between family structure (composition of family as single- 
parent or two-parent family) and subjective treatment adherence (parent) was 
examined using parametric statistical methods (Student’s t-test).
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Hypothesis 4:
The objective adherence measure as well as the subjective measure of 
adherence (young person), were examined in order to establish the associations 
between these variables and the individual psychological characteristics of self­
esteem and locus of control. Specifically:
a) The influence of the child's self-esteem on the objective measure of adherence 
was examined using parametric statistical methods (t-test).
b) The influence of the child's health locus of control on the objective measure of 
adherence was examined using parametric methods (t-test).
c) The influence of the child’s self-esteem on subjective adherence (young 
person) was examined using parametric methods, examining correlation 
coefficients (Pearson’s).
d) The influence of the child’s health locus of control on subjective adherence 
(young person) was examined using parametric methods, examining correlation 
coefficients (Pearson’s).
Hypothesis 5:
This final hypothesis relates to the inter-relationship dimensions, and the 
question of whether the ‘fit’ between the constructs of key participants in the 
treatment system affects treatment adherence. Specifically:
The ‘fit’ or concordance between perceptions between the parent, child and 
professional (regarding semantic grid treatment issues), and the child’s 
subjective rating of adherence was examined using grid analysis (Repgrid 3).
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3.2 RESULTS
The first section of the results will examine the formal measures used and the 
influence of individual and relationship variables on treatment adherence using a 
quantitative approach. In the second section, the illustrative material arising from 
the semi-structured interviews with the young people themselves will be 
examined. The final section will report on a comparison of the results of the 
semantic grids completed by the child and professional staff, using an approach 
which combines elements of both of the other approaches, arising from Personal 
Construct Psychology. This will complement results examined from the other 
perspectives, and offer a different approach aimed at viewing the issues of 
treatment adherence holistically.
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3.2.1 Quantitative Results
3.2.1.1 Objective Outcome Measure of Treatment Adherence
The first hypothesis (that the objective measure of treatment adherence is 
influenced by the relationship variables arising out of the family environment and 
the work environment) was examined using parametric methods. Whether the 
young person was considered adherent or non-adherent to treatment was 
examined in relation to the family environment (family conflict, family 
organisation), and the work environment (professional involvement). This was 
based on two independent samples using t-tests to ascertain statistical 
significance. The family structure and the quality of relationship between the 
young person and the doctor were examined using Fisher’s exact test.
When examining the aspects of agreement or discordance in the family 
environment, using the family environment scale, it should be noted that the 
subscales were not considered to be reliable in this sample, although the results 
will be reported. Analysis showed that adherence was related to the ‘conflict’ 
subscale of the Family Environment Scale in the predicted direction. The greater 
the amount of openly expressed anger, aggression and conflict among members, 
the poorer the adherence with treatment (p < 0.05). Additionally, adherence was 
related to the ‘organisation’ subscale of the young person’s Family Environment 
Scale (p < 0.01). This indicated that the higher the degree of importance of clear 
organisation and structure in planning family activities and responsibilities, the 
more adherent the young person. These results are presented in Table 3.3.
In addition, a specific question on the Family Environment Scale regarding 
conflict (i.e., “family members rarely become openly angry"), was also examined. 
This item was considered to be directly relevant to the question of conflict, and is 
examined here, considering the problems with the ‘conflict’ subscale reliability. 
This item correlated with adherence, with the less anger expressed (i.e. less 
overt conflict), the higher objective adherence (p < 0.05). (Shown in Table 3.7).
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When examining the other variables, the Work Environment Scale (professional 
involvement), Family Structure Indicator, and Rated Quality of Relationship with 
the Doctor, none of these showed any significant associations with the objective 
measure of treatment adherence.
Hypothesis 1 a) is considered to be supported.
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3.2.1.2 Subjective Outcome Measures of Adherence
3.2.1.2.1 The Young Person's Rating of their Adherence
The second hypothesis relates to the associations with the young person’s rating
of adherence. The young person’s rating of adherence was not found to be
significantly associated with the conflict or organisation subscales on their own
Family Environment Scale, or with the subscale of ‘professional involvement’ on
the Work Environment Scale, or the Family Structure Indicator. The young
person’s rating of adherence was also not linked to the quality of the perceived
relationship with the doctor.
However, the young person’s rating of adherence was significantly correlated 
with three subscales on the professional staff’s Work Environment Scale. These 
subscales were co-worker cohesion’, ‘physical comfort’ and ‘supervisor support’. 
These results are presented in Table 3.4.
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Associations of Subjective Measure of Adherence (Young Person)
and the Professional Staffs Work Environment Scale
SUBJECTIVELY RATED ADHERENCE (Young Person)
Pearson’s p-value
i (one-tailed)
WORK ENVIRONMENT SCALE SUBSCALES
Co-worker Cohesion 0.45 0.04
Physical Comfort -0.52 0.02
Supervisor Support 0.50 0.03
Table 3.4
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3.2.1.2.2 The Primary Carer (Parent) Rating of the Child's Adherence
The third hypothesis focuses on the primary carer or parents’ subjective ratings 
of the young person’s adherence. The parent’s rating on adherence was not 
significantly associated with any of the subscales on their own Family 
Environment Scale. The primary caregiver’s rating of the young person’s 
adherence was significantly associated with the Family Structure Indicator 
(Tables 3.5 & 3.7), with T = 2.64, p < 0.05). The adherence rating was 
significantly negatively correlated with the young person’s Family Environment 
Scale subscale ‘conflict’ (r = -0.512, p < 0.05), and was also correlated with the 
young person’s Family Environment Scale subscale denoting ‘organisation’ (r = 
0.566, p < 0.05).
Hypotheses 3 b) is considered to be supported.
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3.2.1.2.3 The Objective and Subjective Adherence Measures and
Psychological Characteristics
Examination of the individual psychological characteristics as measured by the 
Piers-Harris Self-Concept Scale and the Health Locus of Control Scale, were 
undertaken using parametric methods.
With regard to self-esteem, it is interesting to note that the mean score on the 
Piers-Harris Self-Concept Scale of 53.9 (SD = 11.5) corresponded with the mean 
of the normative sample of 51.8 (SD = 13.9), indicating that the sample did not 
have a low self-esteem. The analyses show no significant associations between 
self-esteem and either the objective measure of adherence or the subjective 
measures of adherence (young person). Locus of control was also not 
significantly associated with the subjective adherence measures.
The association between the objective measure of treatment adherence and 
locus of control was examined by focusing on the three dimensions of locus of 
control (i.e., powerful others, internal, and chance), comparing the adherent and 
non-adherent groups using t-tests. Adherence was associated with the internal 
locus of control dimension (p < 0.05) with increased internal locus of control 
being associated with objective adherence measures. Non-adherence was 
associated with higher score on the chance locus of control dimension (p < 0.05). 
See table 3.7. This supports suggestions made by lannotti and Bush (1993), 
who report that locus of control relates to metabolic control in young people with 
diabetes.
Hypothesis 4 b) is therefore, considered to be supported.
There were non significant associations between subjective outcome ratings and 
any of the locus of control dimensions.
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7
In summary, the results presented highlight some individual and family factors 
and their influence on adherence. Internal locus of control was correlated with 
treatment adherence, whereas chance locus of control was correlated with non- 
adherence. There is limited support for the suggestion that conflict as perceived 
by the young person, influences objective treatment in this exploratory study. 
Drawing further conclusions on this, using the family environment scale is 
prevented by its poor reliability.
It has been proposed that the perceptions of the participants in the treatment or 
health care system influence treatment adherence. In relation to the family, the 
structure of the family appears to relate to the parent or caregiver’s rating of the 
young person's adherence. In this sample, young people in single-caregiver 
families were rated as less adherent than those in two-parent families.
The young person’s response to a question on expressed conflict suggests that 
overtly expressed anger correlates with non-adherence. Reporting on conflict as 
measured by the family environment scale is, due to the lack of reliability, of 
limited worth. However, it may be useful to examine this area using other 
measures that have greater reliability in future studies. Overall, the caregivers’ 
rating of adherence was found to be negatively associated with ‘conflict’ on the 
young person’s family environment scale. Greater family conflict is associated 
with lower adherence. The objective rating as well as the subjective rating by 
caregivers point to conflict being a significant influence on adherence. The 
question of the direction of this association cannot be proposed from this 
correlational study, with variables being measured at one point in time.
Considering the work environment, the young person's subjective rating of 
adherence correlates with a number of the subscales on the staffs work 
environment scale. However, the rated quality of the relationship between the 
young person and doctor shows no significant associations. Similarly, 
measures of self-esteem were not found to be linked to the other variables in this 
study.
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Associations between objective and subjective measures of adherence were 
examined, and are presented in table 3.8. It was found that these measures did 
not fully correlate with one another. Previous research found little correlation 
between adherence to different aspects of a treatment regime (Glasgow, Wilson 
& McCaul, 1985). Further, different individuals’ perceptions are likely to influence 
their subjective ratings of treatment adherence used in this exploratory study. 
Therefore, indications that subjective ratings by different raters are not correlated 
with the objective measure or with each other is not surprising and leads to the 
question posed in the final section of this study, whether such lack of consensus 
or 'fit' between individuals views, may be linked to non-adherence.
Correlations between measures of adherence
OBJECTIVE
OUTCOME
MEASURE
SUBJECTIVE 
OUTCOME 
RATING 
Youna Person
SUBJECTIVE
OUTCOME
RATING
Parent/Carer
SUBJECTIVE
OUTCOME
RATING
Nurse
SUBJECTIVE
OUTCOME
RATING
Doctor
Objective
Outcome
Measure
Subjective
Outcome
Rating
Youna Person
r = 0.455 
p *0.038
Subjective
Outcome
Rating
Parent/Carer
r= 0.455 
p = 0.038
r*  0.612
p = 0.006
Subjective
Outcome
Rating
Nurse
Subjective
Outcome
Rating
Doctor
r= 0,612 ,
p= 0.006
Table 3.8
Of further interest in this study, the question of whether the predictors of 
adherence make a contribution to non-adherence through using multiple 
regression analyses, has been considered. Owing to the size of the sample 
which is considered too small for this analysis to be undertaken safely, this will 
not be reported, although an example of such an analysis is found in Appendix 6.
In the following section, illustrative material taken from interviews with the 
participants is presented, to elaborate on the process of living with a chronic 
illness and managing its treatment. It is intended to complement the quantitative 
results and lead in to the final section, which focuses on the personal constructs 
associated with adherence to treatment. This will offer another way of examining 
evidence to consider the final hypothesis, that the concordance of perceptions 
between the professional staff and young people influences treatment 
adherence.
3.2.2 Illustrative Material
3.2.2.1 Semi-structured Interview: Open-ended Questioning
The semi-structured interviews yielded considerable information which was 
examined through extracting themes based on a clinical approach to case 
material. The phenomenology of the individual's experience was explored, to 
gain a richer understanding of this population. Open-ended questioning allowed 
the researcher to gain a wider-ranging picture of what it meant for these 
adolescents to live with a chronic condition. Examining the content of the 
interviews resulted in a number of main themes being pulled out from the data, 
which fell into four broadly overarching areas : ‘Self-issues', ‘Other-issues*, 
‘Disease Issues' and ‘Contextual Issues'.
3.2.2.1.2 Self-Issues
These highlighted the feelings of the young people. Some of the negative 
emotion comprised sadness, anger, disappointment, and worry. In addition there 
was talk of their gratitude and indebtedness towards staff, and appreciation as 
well as difficulties in managing conflicts (e.g. with parents, staff, and between 
people). Issues included fear for the future, anxiety about procedures, upset 
about not feeling ‘listened to', and hurt at being reprimanded for non-adherence. 
The question of who takes responsibility for treatment and its management was 
also highlighted. Personal features of body image, and being perceived as 
younger than their age accounted for further frustration.
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3.2.2.1.3 Other-lssues
General responses by others, such as the understanding of others, the uncaring 
attitudes displayed at times, but also being comforted and staff positively 
affirming their attempts at sticking to their treatment demands, are subsumed 
under this category. There were also concerns about staff being critical and 
hostile towards them, and being distant or having ‘an attitude’ and not being 
really interested in the patient as a person. The idea of not being truly understood 
was expressed regularly, with the view that ‘others can not really know what it is 
like to have this illness’, ‘doctors and nurses don’t realise what its like to be really 
thirsty and not be allowed to have a drink’ because ‘they just look it up in their 
books and tables and tell me what I can have’. Nevertheless, there was an 
awareness that young people ‘playing up’ and not keeping to their treatment 
regime was also hard for the professional staff who were there to help make 
them healthier and better. A key dimension was the desire on the most part that 
people would be friendly and ‘human’ and could talk about their interests (e.g. a 
doctor sharing a young man’s enthusiasm for rugby).
3.2.2.1.4 Disease Issues
Interviewees commonly expressed feelings of restriction. These included physical 
aspects such as limited activity and sports participation, diet and fluid restrictions, 
fatigue, pain, and effects on growth. This led, for some, to discussion about 
growth and independence, as there was a feeling that physical size influenced 
how others perceived them (e.g. taking control for them, being responsible for 
their treatment etc.). Emotional concomitants included feelings of depression and 
anxiety. Time spent going for treatment, hospital clinics or dialysis were 
perceived to be major factors that affected social and family relationships.
3.2.2.1.4 Contextual Issues
Their illness was seen to impact on their social and academic life, affecting
relationships with friends, parents and others. Young people were eager to
comment on family and parental influences, which frequently related to their 
desire for independence whilst acknowledging the dependency on others due to
292
their illness and its treatment. Contextual issues described included a range of 
considerations about the general environment in which their treatment occurred 
including the working environment of the hospital (e.g. physical and emotional 
atmosphere, seating arrangements), relationships between people (e.g. feeling 
staff are stressed, staff attitude and responsiveness), issues of control (e.g. being 
reprimanded for difficulties in managing treatment demands), independence and 
autonomy (e.g. parental involvement), as well as family, social and professional 
support, and communication (e.g. between staff and families or individuals).
3.2.2 2 Semi-Structured Interview: Closed Questions 
Young people were also asked directly about specific issues relating to their 
disease and its treatment. These included questions about what aspects of 
treatment were most difficult for them and for the health care professionals. They 
were also asked what contributed to problems in treatment adherence. The 
themes of all the responses of the participants are summarised in the table 
below. These are divided into difficulties for [a[ the young person himself or 
herself, [b] difficulties for professional staff, and [c] considerations about 
adherence and influences on remaining adherent. (See Figure 3.3)
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Difficult Aspects 
for young people
Difficult Aspects 
for Professionals
Why Adherence 
is Difficult
Procedures Treating children Having the illness
(e.g. needles) who are suffering is a frustration
Coming to clinic Expecting young Difficulty with the
people to endure constant demands
Misunderstanding painful or difficult of the treatments
about medication treatment
Sense of 'having
Dietary restriction Struggling with a had enough of all
young person’s this'
Fluid restrictions resistance
Medication tastes
Process of dialysis Challenges of unpleasant
attempting to
Taking tablets improve a child’s Side-effects
health
Leaving family for Pain of treatment
hospitalisations Setting up practical
Procedures such as Demands when
Sense of having to dialysis friends are having
live with an illness fun outside
that is ‘always with Disclosure of some
you'. sorts of information “You can't drink
(e.g. diagnosis, when you're
organ rejection) really thirsty”
Figure 3.3
Responses to Questions about Renal Disease and Treatment
The area which, until now has been most difficult to assess directly is that of 
inter-relationship between people. Although the attempt was made to tap into this 
information obliquely, it was decided to follow the advice of Jankowicz (1987) that 
the client might just tell you when you ask them a direct question !
They were asked whether they thought the relationship with their doctor affected 
their adherence, in other words, did it make a difference to their adhering to 
treatment regimes. Of the sample, 44% said yes' it did, while the rest refuted the 
possibility. One subject who said 'yes' to the first question, qualified this further 
by saying 'yes, to try and repay the doctor and not to let anyone down'. Another 
affirmative respondent said 'yes, listens to the instructions he gives’.
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When asked directly about whom they received support from, responses were 
family members (30%), doctor (25%), and friends or psychologists (15%). Of the 
sample 20% said there was nobody special to whom they could talk about 
themselves and their problems. The experience of their views being 
misunderstood, or not taken into account, and the question of having options or 
choices in treatment, did not emerge as areas of concern with this sample. This 
was in contrast to the pilot sample population. One young man did mention that 
staff should ‘make suggestions’ rather than ‘tell me what to do’, which highlights 
something of the dilemma for both staff and patients inherent in communication 
and feelings about adherence. However, perhaps the fact that such factors were 
not mentioned, indicates that they perceive the professionals around them to 
indeed understand their views and concerns. This leads on to the examination of 
the semantic grid of treatment concerns, and an exploration of the ‘fit’ or 
concordance of responses of the child and the health care professionals.
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3.2.3 Combination of Quantitative and Descriptive Methods
3.2.3.1 Semantic Grid Analysis
In this final method of examining the results, a theoretical framework of cognitive 
psychology based on Kelly (1955) is adopted, with special reference to its use with 
children’s (Butler, 1985; Ravenette, 1975) using semantic grids based on the 
repertory grid technique (Gardner & Gibson, 1989). The semantic grids were 
analysed using RepGrid 3, described in Gaines and Shaw (1993). PrinCom in the 
RepGrid 3 application presents a map, where elements and constructs are 
displayed in terms of their causal and relational proximity.
The PrinCom maps are based on principal component analysis, which spatially 
clusters the elements and constructs in a graphical form within a conceptual 
system. Distances between individual elements and constructs are relative, 
which facilitates the researcher to explore differences and similarities across 
elements. The further an element is away from the centre of the graph, the more 
atypical the element is. The longer lined constructs which are nearer to those 
elements, are the reasons for their differences, and represent characteristics of 
that element. The shorter lined constructs are indicative of less representation of 
those characteristics within individual elements.
Results of qualitative analyses (section 3.2.1) indicated that there were a number 
of associations between the young person’s subjective adherence rating and the 
staff’s work environment subscales. Consequently, it was decided to examine the 
PrinCom maps to compare the child’s rating of the constructs and the doctor’s 
rating of the same constructs. Two examples of PrinCom maps are presented 
below as illustrations. The first ‘map’ (figure 3.4) shows a subject who is 
classified as ‘adherent’ according to objective criteria. The second ‘map’ (figure 
3.5) shows a subject who is classified as ‘non-adherent’ according to objective 
criteria.
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The position of the child’s perception of the constructs is represented by CVS 
(Child’s view of Self), whereas the doctor’s perception of the child’s constructs is 
represented by DVC (Doctor’s view of the Child’s constructs). These have been 
highlighted to ease visibility. The PrinCom map can be seen to show the distance 
between these two perspectives. On Figure 3.4, the distance between the two 
perceptions is 62mm, and on Figure 3.5, the distance between the two 
perceptions is 100mm. Descriptions o f the abbreviations used on the PrinCom 
maps are given in Appendix 2.
Diet hard 
Illness no hassle
different fropn friends 
Fluid restrict no problenfd^&sgptwt#
Staff not stre
N eedeseas^
Views understood
Views not understood
Needles hard 
ressedDialysis
CVDX
Havin No different me 
XDVC
XNVC
id restict hard
Illness a hassle 
Diet easy
Figure 3.4
PrinCom Construct Map of Adherent Subject
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Needles hard
Diet hardParents no worry 
No different friends lerstood "Staff stressed 
Fluid restict hard
ipportjIllness 
t W *  choices
No choices 
khassleFluid restrict no problem 
Staff not stressed
lllne;lot sum
:oodViews ndi
Different from friends 
Parents worry
XDVC
Diet easy 
CVDX
Dialysis alright
Needles easy
Figure 3.5
PrinCom Construct Map of Non-adherent Subject
Treatment adherence was not found to be associated with the distance between 
these perspectives according to t-tests (see Table 3.9). However, although the 
difference between adherent and non-adherent participants was not statistically 
significant, there was a trend in the direction suggested, with adherent 
participants’ mean ‘child-doctor’ distance being smaller than those of non­
adherent participants. It would be useful to examine this factor in future research 
studies.
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However, when examining the illustrative material earlier, it was found that young 
people were able to comment on the relationship between themselves and the 
doctor. The Rated Quality of Relationship measure (whether the child considered 
the relationship between the doctor and him/herself to be 'good' or bad ) was, 
therefore considered worth examining further. The young person’s judgement 
about the relationship between him/herself and the doctor was examined in 
relation to the PrinCom map distances. The t-test was used. This revealed that, 
where there was a 'good' relationship between young person and doctor, there 
was less distance between their respective construct clusters. Young people and 
doctors constructs were closer when there was judged to be a good relationship 
between them. This association is shown in Table 3.10 below.
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By comparing all sixteen participants’ PrinCom results, we can make some 
headway towards identifying similarities across a population. If there are such 
similarities, one may infer that there is ‘shared subjectivity’ within the 
particular group. The comparison of the PrinCom results were undertaken by 
examining these manually. This examination implies that, in this sample of 
children and doctors, there is no evidence to suggest that the doctor does 
share the child’s constructs. However, where there is a good relationship 
between the child and doctor, the constructs are closer together.
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3.2 DISCUSSION
In this exploratory study of young people undergoing long-term treatment for 
chronic renal disease, individual psychological variables as well as contextual 
variables and interrelationship factors were examined. Results suggest the 
influential role of some individual factors (locus of control) and systemic variables 
in affecting treatment adherence, despite the small sample population. Individual 
psychological factors have been shown to contribute to difficulties in adjustment 
in chronic illness (Korsch, Fine & Negrete, 1978; Thompson et al., 1992), and 
Altschuler et al. (1991) underscore the importance of viewing the network of 
systems including the relationships within the family and professional teams and 
also between them.
Based on the sample size of the current study and the limitations in terms of 
statistical power, and reliability analyses of some of the measures, results of the 
quantitative analyses need to be interpreted cautiously. One of the main aims of 
this study was to generate hypotheses regarding factors relating to treatment 
adherence that could be examined in further research in the future. In the current 
study, the expected impact of self-esteem was not associated with treatment 
adherence problems. It is not possible to say that self-esteem does not contribute 
to difficulties in adjustment, and with a larger sample, such a relationship might 
be supported. Further examination of this variable is suggested. However, such 
studies might still not produce the anticipated result. Lavigne and Faier-Routman 
(1993), in their review of studies found that children with physical illness 
appeared to have lower self-concept, but this association disappeared when 
participants were carefully matched and when compared with norms.
With regard to the quantitative examination of the data, psychometric properties 
of the family environment scale and the work environment scale were examined. 
Reliability analyses were undertaken (Cronbach's alpha), despite the small 
sample size, which resulted in low alpha coefficients making use of the subscales 
difficult, apart from the ‘organisation’ subscale. It would have been possible to 
attempt an item by item analysis if the sample was larger. With a larger sample it 
would also have been possible to use more advanced statistics. Use of multiple
303
regression may also be used in subsequent research, whereas the sample here 
was considered to be too small for safety.
Results from the current study show that locus of control is associated with 
objective adherence outcome. The internal locus of control dimension reflects a 
belief that one has an influence or control over one's health. Higher internal locus 
of control was found in young people who were rated as more adherent on 
objective outcome measures. Jacobson et al., (1990) found locus of control to be 
predictive of adherence in diabetic patients, with greater adherence in those who 
considered themselves to be more in control of situations. This confirms findings 
that individuals with internal locus of control are more likely to exhibit 
recommended health behaviours (lannotti & Bush, 1993).
However, other findings reported by lanotti and Bush propose that locus of 
control is related to outcome but not compliance, and conclude that locus of 
control may be useful for identifying young people at risk for poor outcomes. It 
may be useful for future research examining this dimension to include other 
methods (e.g. qualitative approaches and semantic grid analyses) to examine 
other factors relevant to both outcome and locus of control. The impact of family 
factors and the socio-economic environment on locus of control was not 
examined further, apart from examining associations between family conflict and 
organisation and locus of control. Whether there are links between family 
characteristics and thé development of internal control may also bê examined in 
future research (e.g., where families encourage and nurture children to develop 
competencies and receive nurturance and approval). If treatment adherence is 
something that involves the person making responsible individual decisions, 
rather than following recommendations automatically (Cole, 1994), then internal 
control may be considered a key dimension. This could affect how individuals 
assess the situation and make considered decisions regarding adhering to their 
treatment regimens.
The chance locus of control dimension that was found to be associated with non-
adherence in this sample, presents an additional factor. If individuals consider
that there is nothing they can do about their condition, are fatalistic, and as a
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result have poor adherence, further examination of their views and contructs 
would be important to assess. This might lead to suitable therapeutic or social 
interventions being identified.
The present study appears to confirm the association between family 
environment and objective outcome measures of treatment adherence, when 
examining the ‘conflict’ and ‘organisation’ subscales of the Family Environment 
Scale, and the question regarding expression of anger. The association between 
adherence and people in the family rarely expressing anger is significant, in the 
implication of less conflict correlating with better adherence. This would support 
the finding associating non-adherence with the subscale of ‘conflict’ (i.e. 
representing openly expressed anger and conflict among family members). 
These results confirm research suggesting that family conflict affects treatment 
adherence. Hauser, Jacobson, Lavori, Wolfsdorf, Herskow’rtz, Milley, Bliss, 
Wertlieb and Stein (1990), in their longitudinal study of adherence, found a strong 
association between family conflict, cohesion, and organisation and initial 
adherence ratings, with family conflict predicting longer term adherence 
problems. It should be emphasised that correlational findings are not indicative of 
causality, and Hamlett, Pellegrini and Katz (1992) suggest that the stressful 
nature of childhood chronic illness may affect or potentially disrupt the balance of 
relationships within the family. In examining family structure and organisation, 
Overstreet, Goins, Chen, Holmes, Greer, Dunlap, and Frentz (1995) noted 
specific problems in non-traditional (single parent or blended) families. In their 
examination of family environment, family structure and metabolic control in 
children with diabetes non-traditional family structure related to poorer metabolic 
control. In addition these families were found to be less organised.
In the present study, a significant association between the ‘organisation’ subscale 
of the Family Environment Scale and the objective treatment adherence measure 
indicated that greater adherence occurred in families that were more organised. 
Organisation was defined as the degree of importance of clear organisation and 
structure in planning family activities and responsibilities. It is assumed that, in 
managing treatment within the family context, there is a need for clear structure
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and co-ordination, and Hauser et al., (1990) claim that planning and anticipation 
is an essential prerequisite for successful adherence.
The importance of job characteristics on patient adherence was shown by the 
study by Dimatteo et al., (1993) which demonstrated that clinicians’ feelings 
about their work can influence clinically significant patient actions such as 
carrying out treatment instructions. With respect to the subjective adherence 
ratings, the findings of the current study suggest that there are a number of 
associations that suggest a link between patient adherence and the health 
professional. The subjective adherence ratings by the young person are 
associated with a three Work Environment Scale sub-scales of the professional 
staff. It was hypothesised that the subscale of ‘involvement’ would be linked with 
the young person’s subjective rating of adherence, but this was not confirmed. 
Associations between the young person’s subjective adherence rating and the 
Work Environment Subscales which reached significance (one-tailed tests) were 
those of ‘co-worker cohesion’, ‘physical comfort’, and ‘supervisor support’. In 
terms of interpersonal factors, co-worker cohesion (i.e., how much employees 
are friendly and supportive of one another) was linked with adherence, whereas 
lack of physical comfort (i.e., the extent to which the physical surroundings 
contribute to a pleasant working environment) was negatively associated with 
subjective adherence. The subscale of ‘supervisor support’, which indicates that 
staff are supported and encouraged by their colleagues and managers, is 
associated with subjective adherence. Such an implication, would have a major 
impact on work practice regarding both modelling a supportive and collaborative 
experience for the young person on a behavioural level, as well as the sense of 
staff feeling ‘psychologically held’ from a psychodynamic perspective, which is 
described by Winkley (1990). Similarly, in the case of positive professional group 
cohesion, a model of helpful styles of communication between these team 
members may have an influence on family conflict. It would be useful if positive 
experiences of organisation and demonstration of appropriate boundaries in the 
professional system could be transmitted to the family where lack of organisation 
impinges on adherence. It is likely that material as well as psychological 
resources would be implicated in such changes.
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In the present study the association between family structure and subjective 
adherence was made. Poorer adherence in single-parent families is confirmed by 
Auslander, Anderson, Bubb, Jung and Santiago (1990) who, in examining poor 
metabilic control in diabetic children, found that children from single-parent 
families were at greatest risk for poor control. In children with renal disease, the 
study by Brownbridge and Fielding (1994) also identified family structure to be 
associated with low adherence to fluid intake, diet and medication regimes. 
Family structure in their study was defined as a child not living with both natural 
parents.
With reference to the matching of views of different participants in treatment, grid 
analysis revealed that the child’s and doctor’s views about major issues 
associated with treatment were not similar. This does not seem to affect 
adherence directly. The quality of the relationship between the young person and 
the doctor was shown to be associated with the closeness of constructs of 
treatment issues, and is considered to be important. Research has suggested 
(Winter, 1992) that the closer the construct match between client and therapist, 
the better the therapeutic outcome. In the present study, however, the outcome in 
terms of adherence has not been shown to be linked with the construct match. 
Considering the differences between a psycho-therapeutic relationship and the 
conventional doctor-patient relationship, perhaps it is not surprising that, 
generally, the constructs are dissimilar. Despite treatment adherence not being 
significantly associated with the distance between the perspectives of the child 
and the doctor, there was a trend for adherent participants’ mean ‘child-doctor1 
distances to be smaller than those of non-adherent participants. It would be 
useful to examine this trend more comprehensively in future studies.
This study has shown that it is helpful to map out the differences in perception 
that can add to a fuller understanding of the problems that arise in treatment. 
Communication is clearly important, and the illustrative material from the 
interviews suggests that there is room for improvement in this area. Through the 
use of personal constructs and the semantic or repertory grid method, a 
‘mapping device’ can be developed to evaluate the ‘fit’ between people’s views.
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This might be used as a basis for discussion to work on the issues where the 'fit' 
is particularly problematical.
The themes that emerged from the semi-structured interviews were compared 
with the semantic grid constructs in this larger sample. Most of the constructs 
were identified in the themes that emerged, although the specific construct of 
medication and tablets being a significant frustration, was not mentioned. 
However, ‘illness being a hassle' which was held to be a severe problem was 
included in the semantic grid. In a sense this covers the idea that having the 
illness can sometimes be overwhelming and a constant demand. As far as 
factors that mitigate adherence, the long-standing nature and impact of the 
illness and treatment requirements seem to be rated highly by the young people 
themselves. A construct on coping over time may have been a useful addition. 
Interestingly, although the participants were able to comment easily about things 
which might be difficult for the professionals, the expectations that the health 
carers would be trying to get the child well and that they may struggle with 
resistance in the form of the child ‘playing up', were not amongst the constructs 
listed.
In summary of the study, there are indications arising from this small sample that 
individual and inter-relationship factors that affected objective treatment 
adherence were locus of control (internal and chance) and family environment 
(conflict and disorganisation). The influence of work environment (co-worker 
cohesion, and supervisor support) was further supported in associations between 
the subjective measures of adherence and the staff responses on the Work 
Environment Scale. The conclusion in this research that family structure has an 
influence on subjective adherence, supports the findings of other studies 
examining treatment adherence.
In the following section, results from both the pilot study as well as the main study 
will be examined with reference to other research and clinical implications, with 
the suggestion that the hypotheses arising from this study might serve as 
indicators to focus further research.
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4. GENERAL DISCUSSION
This section seeks to [a] present the cycle of the research endeavour from the 
initial impetus for the study, [b] to complete the thesis by relating the study to the 
underpinning research and theory from which it arose, [c] to examine its unique 
contribution critically, and [d] to suggest implications for developing ongoing 
practice and refining emergent theory.
4.1 The Research Challenge
The focus of this research study originated out of the challenge to undertake an 
investigation into the interdependent nature of youngsters’ and families’ 
interactions with the health care system (La Greca & Wallander, 1992). 
Therefore, the current study was aimed to investigate the nature of, and 
influences on, ‘the therapeutic alliance’ between the child and health care 
providers. In doing so, it sought to probe the individual, family and work context 
variables within the ‘child-family-professional’ system. A beginning has been 
made to clarify the inter-relationships within that system. Such an approach 
follows the recommendation (Masden, 1992) that non-adherence should be 
examined within the context of interactions between the patient, family and 
provider. It is supported by Wolff, Thielen and Ehrich (1992) whose 
Multidimensional Model of Illness Behaviour proposed the centrality of inter­
relations between key participants in treatment.
4.2 The Research Process
The conceptual framework for the research arises from other psychological 
models and research, particularly the Health Belief Model (Becker & Maiman, 
1980), Doctor-Patient Communication (Knafl, Breitmeyer, Gallo & Zoeller, 1992; 
Ley, 1982), and Personal Construct Psychology (Kelly, 1955). The role of the 
family (Campbell, 1986), coping and adjustment (Thompson et al., 1992), 
developmental perspectives (Erikson, 1980) and General Systems Theory 
(Lindegger & Bosman, 1990) offer additional exemplars for understanding and 
engaging in this particular field of research.
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In this discussion, the sequence of the research process is summarised. Starting 
with the pilot study (based on clinical intuition and experience) the experience of 
living with and managing chronic renal disease was explored. This guided the 
direction of the empirical work in examining the inter-relationship factors 
associated with treatment adherence. In evaluating the influences on treatment 
adherence in young people with renal disease, research data was analysed 
quantitatively, to identify key associations between the variables under 
investigation. This yielded results that were consistent with some of the previous 
research findings in the field, and may offer an indication of factors that further 
research might usefully examine. However, to examine the experience of the 
young people in greater depth, descriptive material from interviews was 
inspected. Findings of this pointed to issues that were relevant to inter­
relationships between the young person and the health professional involved in 
their medical treatment. In order to delve into these relationship dimensions, 
additional material gathered using a Personal Construct Psychology approach 
was examined from this perspective. Combining these different research 
methods resulted in the evaluation focusing on three levels: [a] the uniquely 
individual characteristics and perceptions of the participants, [b] the factors within 
the family and the professional systems, and finally also [c] the inter-relationship 
dimensions between the patient and doctor.
4.3 The Study and its Critique
The study is limited by small sample size, yet findings indicated that specific 
dimensions of the family environment and work environment influence objective 
measures of adherence. There are difficulties both practically and philosophically 
in defining adherence (Myers, 1998), which are especially relevant in the field of 
renal disease (Hudson et al., 1987; Brownbridge & Fielding, 1994), as well as 
problems based on confusing adherence outcome measures with heath status 
(Johnson, 1993; Leventhal, 1993). In this study, both objective and subjective 
measures of adherence were used, and reported separately, although there are 
limitations to the extent that biochemical markers can accurately represent 
adherence (Blowey et al., 1997).
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The small sample size in this exploratory study places limitations on the statistical 
power and the analyses undertaken. With regard to the measures used in this 
sample, the analyses of reliability are compromised by the sample size. In 
addition, the study examined predominantly ‘within-rater* relationships, which 
possibly results in positive results being confounded with rater bias. The use of 
objective measures was aimed at minimising this effect, and variables to be 
analysed were carefully selected in order to decrease the chance of Type 1. As 
regards interpreting the data, although one-tailed tests were used, there was a 
limit to which the researcher could examine the data more optimistically.
Findings of previous studies of adherence in renal disease (Brownbridge & 
Fielding, 1994; Korsh, Fine & Negrete, 1978) reveal that adherence is 
associated with family structure (non-compliance being related to children coming 
from fatherless households), and is substantiated by the current data. Subjective 
measures of adherence were related to family composition, with lower adherence 
in single-parent families. This has implications in terms of meeting the psycho­
social needs and assisting lone caregivers. Reynolds et al. (1988) found that 
there was a need for increased support for parents of severely ill children. The 
group of parents of children on dialysis were found to have their family lives 
significantly more disrupted than the non-dialysis group.
Features associated with interpersonal relationships were examined using the ■"
family and work environment scales. The focus was on agreement and conflict in
relationships. In this study, family conflict and disorganisation was linked to
adherence, as were elements of the staffs work environment. However, these
findings need to considered cautiously, since the subscales of these measures
had poor reliability in this sample. Further examination of these dimensions would
contribute to understanding how a complex interplay of factors in systems
surrounding the young person might affect their adherence. Research has
identified ‘conflict’ in families resulting in problems with adherence (Hauser et al.,
1990; Minuchin, Rosman & Baker, 1978). The dimension of ‘conflict’ was
significantly associated with adherence, with increased conflict being linked to
poorer adherence. This limited sample has suggested that family conflict is
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associated with adherence, and conflict and misunderstanding usually go hand- 
in-hand. Consequently, further work might focus on identifying young people who 
feel completely misunderstood and determine whether they are significantly more 
non-adherent. This may be undertaken using a mixture of quantitative and 
qualitative approaches.
The contribution of work environment to the professional-patient relationship and 
communication has been mentioned earlier. In his review of studies on work 
climate and patients’ functioning (Moos, 1994) reports on findings that show 
associations between patients’ physical health status and work environment, 
particularly co-worker cohesion, job clarity, and physical comfort. The present 
study suggests that these associations with subjective adherence as well as the 
association of other work dimensions may be usefully examined in future studies. 
The manner in which these variables might interact needs to be examined 
further, although their association raises questions about how and at what level 
worker contentment or dissatisfaction may be communicated to patients. Such 
evidence supports findings of Dimatteo et al. (1993) that physician job 
satisfaction influences patients’ following treatment instructions.
Inter-relationships between people are complicated and multi-layered processes, 
which are hard to define and evaluate empirically. Although their mutually 
influencing nature is considered to affect the management of illness and 
treatment regimens, their examination is difficult to quantify. The use of ‘personal’ 
constructs might initially appear to contradict the principle of focusing on the 
‘system’. However, (Butler, 1985; Proctor, 1985) have shown that the two are not 
incompatible. The desire to compare and contrast the perspectives of a number 
of people or groups, supports the argument for offering supplied constructs rather 
than elicited constructs for all participants to rate. In this regard, the researcher 
chose to adopt a well-established pragmatic approach which, although based on 
the theory, might run counter to the demands of Personal Construct purists. 
Regarding the constructs used, these were limited in number due to time 
demands on the participants. However, if this was the only method of evaluation, 
it would be preferred to provide a greater number of constructs. Additionally it
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would be helpful to allow participants an opportunity to add their own constructs 
at the end of the grid. A greater number of constructs might also allow for factors 
to emerge out of the construct pool. The use of grid analyses to reveal distances 
between perceptions of different groups of participants in the study, showed a 
trend for adherent participants’ mean ‘child-doctor’ distances to be smaller than 
those of non-adherent participants. The use of the semantic grid method does 
not rest on sample size in the same way as the quantitative methods of analysing 
variables, and might be a novel manner of advancing understanding of treatment 
related concerns that balances the individuals’ perspective and permits 
quantification of findings. It might be useful to examine the constructs and the 
construct distances between participants in the treatment process more 
comprehensively in future studies.
Other methods of examining the role of inter-relationship factors might follow the 
example of Wolff et al. (1998) using in-depth interviewing. This would need to 
focus on all participants within the system of health care, rather than only on the 
young people themselves. Other methods to quantify relationship dimensions 
from family therapy might also usefully be applied to the family-professional 
system. Examples of reliable and valid methods based on spatial representation 
of relationships include the Kvebaek Family Sculpt Technique (Eckblad & 
Vandvik, 1992; Vandvik & Eckblad, 1993) and the Family-System-Test (Gehring 
& Wyler, 1986).
The limitations of the current study are acknowledged, in terms of sample size, 
the development of measures, the heterogeneous cross-section of the sample 
population, and the limitations on statistical power. Greater patient numbers 
would have allowed for the comparison of young people undergoing different 
treatments at different stages in the chronic illness. Considering the sample 
consisted of young people in the process of treatment were on pre-dialysis 
regimes, on peritoneal dialysis, on haemodialysis and on treatment following 
renal transplantation, the results need to be interpreted cautiously. Particularly 
since only two participants were undergoing dialysis. Young people on 
haemodialysis who attend hospital for up to four hours on three days a week may
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consider inter-relationship factors to be more profound than pre-dialysis patients 
who attend review appointments every couple of months.
4.4 Implications for Research and Practice
In this exploratory study with a small sample, it was shown that inter-relationship 
dimensions are important in the treatment of young people with renal disease. 
This was indicated by quantitative analysis, illustrative material, and by using 
personal construct methods. Despite the benefit of small exploratory research 
studies such as this, greater sample numbers (e.g. through collaborative studies) 
would permit the issues to be examined more comprehensively. Further research 
studies to examine relationship dimensions in treatment adherence are indicated. 
Ideally these should be longitudinal studies with a large sample and multi-centre 
in nature, for quantitative analyses to be able to make predictions. Other methods 
using qualitative methods or personal construct approaches might be usefully 
considered in smaller samples.
The research can be linked to the conceptual model of Wolff, Thielen and Ehrich
(1992) highlighting the levels The Multidimensional Model of Illness Behaviour.
This model takes four levels or dimensions into consideration: The View from the
outside’, the View from the inside’, the ‘inter-relational view’, and the ‘systemic
view’. The current study has examined aspects of each of these levels. Firstly,
observable behaviour was viewed from the outside (treatment adherence).
Secondly, patients’ and families subjective interpretations were viewed from the
inside. Thirdly, the influence of inter-relations between patients and health
professionals were examined. Fourthly, associations between family and work
environments and inter-relations between patients and health providers were
brought into focus. Nevertheless, the complexity is such that, to examine these
facets fully and coherently, a more substantial study would be required. Such a
study might incorporate innovative material to shed light on links between people,
which could also be used clinically. Ongoing evaluation of communication and
the relationships between the child, family and professionals could highlight
discrepancies, and offer meaningful material to assist the treatment process (e.g.
in psychological work with the child, family and treatment team). Providing that
ethical and confidentiality issues were considered, such a longitudinal
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assessment might have implications for clinical work, audit and research 
purposes.
The present study captured a 'snapshot' of the understanding that different 
participants have of treatment and adherence issues. A recommendation for further 
work in this area is to develop an instrument for assessing these representations, 
relationships and communication more thoroughly within the system of health care. 
If this was found to be a reliable indicator of adherence, it could then be used to 
make decisions about the treatment and communication process. As such, this 
would complement current research and offer a clear application in the field of 
psychology in a paediatric hospital setting. La Greca (1997), in her review of 
paediatric psychology research, voices concern that little attention has been 
devoted to systems other than the family. Further research aimed at examining the 
system of health care and the inter-relationship factors might respond to her 
criticism that little is known about how the patient-provider relationship affects 
children and families' treatment adherence or other health behaviours.
Issues of communication central to the doctor-patient relationship, and wider 
issues of the therapeutic alliance between participants in treatment highlighted in 
this study would be usefully examined in future research. The importance of 
communication is emphasised by Cole (1994), who suggests that health 
professionals should be able to listen to the needs and ideas of patients, and that 
they should be - trained on the development of therapeutic relationships. 
Examination of such issues might benefit from a circular feedback process for 
clinical as well as research purposes. Communication could be continually 
assessed and improved, and material could be gathered for the development of an 
evidence base, as suggested in Figure 4.1.
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a Assess degree of 'fit' between constructs
Identify differences or ‘gaps’
Review and discuss the key issues 
(e.g. communication)
Apply changes directly 
(e.g. individually, in the 
family or the team)
< -------------------------------------------------------------------------------------- -— I
Individual Focus for Clinical Purposes
________________________________________________________ T
Development of an Evidence Base for Research
Figure 4.1
Flow diagram for continual assessment and evaluation
At the wider level, the use of such an instrument across centres might assist in 
focusing the issue of treatment adherence. In view of the economic considerations 
associated with treatment non-adherence (i.e. loss of time, ineffective treatments, 
waste of medication, likely need for further resources, re-transplantation and 
associated expenses) it is important to further refine ways of assessing the 
psychological and inter-relational dimensions in the treatment context.
The significant involvement of different disciplines in examining the whole area of 
treatment adherence is evident from the contributions to the major scholarly texts 
on the subject by both North American (Haynes, Taylor & Sackett, 1979) and 
British (Myers & Midence, 1998) contributors. Future studies may well benefit from 
more inter-disciplinary research projects. The value of using the expertise provided 
by the collaboration of researchers from a number of disciplines is not to be under­
estimated, yet it offers both opportunities as well as challenges. There is, 
however, a strong argument for clinical psychology to take on a central role in 
continuing to examine inter-relationship issues.
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APPENDIX 1
EXPLORATORY INTERVIEW STRUCTURE
To ask the vounq person to:
Describe what it is like living with chronic renal disease.
Gather their views (e.g. asking about life, quality of life, satisfaction). 
Consider what gets in the way ?
Explore thoughts about the treatment of kidney disease.
Elicit what they consider are the most difficult things about kidney disease 
(e.g. treatment, diet, hassles, dialysis etc).
Enquire about worries ? frustrations ? positives ?
Follow this format, listen to the structure, ask for elaboration.
APPENDIX 2
BACKGROUND AND DEVELOPMENT OF THE SELF-EVALUATION GRID
With the aim of focusing in on a particular area of the young person’s 
experience, the manner of gaining access to the internal representations of an 
individual took place via a process of semi-structured interviewing, group 
discussion and consensus based on Personal Construct Psychology (Kelly, 
1955). This means of construct elicitation was used taking into consideration the 
characteristics of a population of young people. Ravenette (1975) reports on the 
use of grid techniques with children, and suggests that it is useful to provide 
constructs to this population. Modification to the conventional grid procedures 
are recommended due to difficulties for them in articulating comparisons 
between combinations of elements (e.g., where participants are asked how two 
out of three stimuli are similar to each other and different from the third).
Cohen and Manion (1994, p. 300) outline that:
Kelly proposes that each person has access to a limited 
number of ‘constructs’ by means of which she evaluates the 
phenomena that constitute her world. These phenomena - 
people, events, objects, ideas, institutions and so on - are 
known as ‘elements’. He further suggests that the constructs 
that each of us employs may be thought of as bipolar, that is, 
capable of being defined in terms of polar adjectives (good- 
bad) or polar phrases (makes me feel happy - makes me feel 
sad).
Arising from the interviews, constructs were derived which offered a structure for 
understanding the particular person. However, the elicitation of a subject's 
constructs might not be solely through formal procedures, and Winter (1992) 
comments that these may be extracted from conversations with the subject, or 
from written material which they have produced, such as a self-characterisation. 
Deeper exploration is necessary, as Butler (1985) warns that the clinician will 
not be able to understand the child if they fail to construe the construction 
processes of that child.
The researcher was left with the question of whether to focus on the elicitation of 
constructs and elements from each individual child, or to use the same 
constructs and elements. Winter (1992) cites two advantages of employing a 
grid in which the constructs are supplied rather than elicited. These are firstly 
facilitating the making of group comparisons, and secondly ensuring the 
subject's grid taps their construction of some particular area in which the 
investigator is interested. However, in supplying 'constructs' to the subject, it 
should be noted that these are not true constructs but rather construct labels 
which may carry a different meaning for the subject than they do for the 
researcher.
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Thunedborg, Allerup, Bech and Joyce (1993) found mixing fixed and free 
elements and constructs the most useful way of gathering a representative view 
of individuals' quality of life. They considered the use of personal construct 
repertory grids to be superior to other methods such as questionnaires. Taking 
the above points into consideration, in this study it was decided to use supplied 
constructs derived from interviews with children and parents as well as from 
focus groups and discussions with hospital staff. The construct labels were 
directly related to situations associated with end stage renal disease, and 
emerged from the constructs uncovered in the semi-structured interviews. 
Consequently, a refined set of given constructs would be presented as a 
repertory grid for participants in the research to fill out. These labels were to be 
scored in relation to how much of a problem each was rated by the young 
person for themselves as well as for different people who were involved with the 
young person. This follows research in the field of semantic differential 
techniques (Gardner & Gibson, 1989).
Use of the Grids with Children in this Study:
The young people were asked to rate the grid items for themselves currently, for 
themselves as they would ideally like to be, as well as for their principal carer, 
nurse and doctor. In addition they were asked to rate how they thought that 
their nurse and doctor would rate them on the items. The following descriptions 
and abbreviations were used.
Child’s View of the item, or self rating (CVS).
Child’s View of the item as they would like, or ideal self rating (CVIS).
Nurse’s rating of the item for the child (NVC).
Doctor’s rating of the item for the child (DVC).
Child’s View of the Doctor’s perceived rating of the item for them (CVD).
Child’s View of the Nurse’s perceived rating of the item for them (CVN).
Child’s View of the Parent’s perceived rating of the item for them (CVP).
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APPENDIX 3
CONSENT FORMS AND INFORMATION FOR PARTICIPANTS
DEPARTMENT OF NEPHROLOGY
Dear
REQUEST FOR INVOLVEMENT IN A RESEARCH STUDY
We are continuing to improve services for young people with kidney problems. Anthony 
L. Schwartz, Clinical Psychologist from the department at
Hospital would like to conduct a study into the factors which influence treatment and 
management of long-term problems like kidney failure, dialysis and transplantation.
We wondered whether you would be interested in this study ? There is no pressure to 
take part and if you would prefer not to, it will not influence your care.
This study will be entirely confidential and although we will obviously be interested in the 
overall results we will not be able to identify individuals or their responses.
Please find enclosed more information. Anthony would be available to meet with you 
when you next attend an appointment in the unit to discuss this further and arrange to 
see you if appropriate. We hope that you will be able to take part in the study, and if you 
agree please can you bring the consent/assent forms with you to the next clinic 
appointment.
With many thanks,
Yours sincerely,
Consultant Paediatric Nephrologist.
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CLINICAL PSYCHOLOGY
PAEDIATRIC LIAISON
Dear Parent/Guardian,
Treatment Concerns in Chronic Illness
I would be grateful if you would agree for you and your son/daughter to take part in a 
research study. This is of factors that might affect treatment and control in kidney 
disease. I believe that this study will help to identify common areas of concern and 
ways of dealing with problems that arise during treatment.
If you agree for you and your son/daughter to take part, I would like to talk to him/her 
and ask him/her to take part in a little exercise, complete three questionnaires, and 
answer some questions. This should take about an hour. Your involvement would take 
approximately the same amount of time, and I would like you to take part in a little 
exercise, complete two questionnaires, and answer some questions. If either you or 
your son/daughter would like to discuss some of the things a little more with me, this 
will be arranged. I will also need to speak to your doctor and ask for recent measures 
and blood results.
I can assure you that complete confidentiality will be maintained. This study has been 
approved by the Research and Development Review Committee and the Paediatric 
Research Ethics Committee of Trust. A summary of the findings will
be available to you after it has been completed.
You are free to choose for yourself or your son/daughter not to take part at any stage. 
This would have no effect upon your current or future treatment offered, not would it 
have any effect on your relationship with the renal team.
If you are willing for you and your son/daughter to take part, please sign the consent 
form below, and return it to me. I will then arrange to see you at a convenient time. If 
you have any queries or would like more information, please contact me at the above 
address.
Thank you.
Yours sincerely,
Anthony L. Schwartz, 
Chartered Clinical Psychologist
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CLINICAL PSYCHOLOGY
PAEDIATRIC LIAISON
PARENTAL CONSENT FORM
Treatment Concerns in Chronic Illness
I/we give permission for my/our child........................................................
to be included in the research study. The purpose of exploring concerns about 
treatment has been explained to me by Anthony Schwartz, Clinical Psychologist. I have 
read and understood the nature of the study as described above. I/we agree for myself 
and my son/daughter to participate in this study of factors that might affect treatment 
and control in kidney disease.
I understand that our participation in the study is entirely voluntary on my/our part and 
that I/we have the right to withdraw our/my child at any time without stating a reason 
and without prejudice to his/her treatment. I/We have also read the explanatory 
document for parents for this study and I/we have the right to request further 
information both in relation to my/our child or to the study from the supervising doctor.
Signed: Date:
CLINICAL PSYCHOLOGY
PAEDIATRIC LIAISON
Dear Participant,
Treatment Concerns in Chronic Illness
I would be grateful if you would agree to take part in a research study. This is of factors 
that might affect treatment and control in kidney disease. I believe that this study will 
help to identify common areas of concern and ways of dealing with problems that arise 
during treatment.
If you agree to take part, I would like to talk to you and then ask you to take part in a 
little exercise, complete two questionnaires, and answer some questions. This should 
take about an hour. If you would like to discuss some of the things a little more with me, 
this will be arranged. I would like to ask one of your parents to take part in a little 
exercise, complete two questionnaires, and answer some questions. I will also need to 
speak to your doctor and ask for recent measures and blood results.
I can assure you that complete confidentiality will be maintained. This study has been 
approved by the Research and Development Review Committee and the Paediatric 
Research Ethics Committee of the Trust. A summary of the findings will be
available to you after it has been completed.
You are free to choose not to take part at any stage. This would have no effect upon 
your current or future treatment offered, not would it have any effect on your 
relationship with the renal team.
If you are willing to take part, please sign the consent form below, and return it to me. I 
will then arrange to see you at a convenient time. If you have any queries or would like 
more information, please contact me at the above address.
Thankyou.
Yours sincerely,
Anthony L. Schwartz,
Chartered Clinical Psychologist.
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CLINICAL PSYCHOLOGY
PAEDIATRIC LIAISON
PARTICIPANTS CONSENT FORM
Treatment Concerns in Chronic Illness
I give permission for myself........................................................
to be included in the research study. The purpose of exploring concerns about 
treatment has been explained to me by Anthony Schwartz, Clinical Psychologist. I have 
read and understood the nature of the study as described above. I agree to participate 
in this study of factors that might affect treatment and control in kidney disease.
I understand that my participation in the study is entirely voluntary on my part and that I 
have the right to withdraw at any time without stating a reason and without prejudice to 
my treatment. I have also read the explanatory document for participants for this study 
and I have the right to request further information both in relation to myself or to the 
study from the supervising doctor..
Signed:..................................  Date:
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CLINICAL PSYCHOLOGY
PAEDIATRIC LIAISON
Dear Colleague,
Treatment Concerns in Chronic Illness
I would be grateful if you would agree to take part in a research study. This is of factors 
that might affect treatment and control in kidney disease. I believe that this study will 
help to identify common areas of concern and ways of dealing with problems that arise 
during treatment.
If you agree to take part, I would like you to complete a questionnaire, answer some 
questions, and take part in a little exercise. This should take about three quarters of an 
hour. If you would like to discuss some of the things a little more with me, this will be 
arranged. I will be asking your patient and one of his/her parents to complete similar 
measures.
I can assure you that complete confidentiality will be maintained. This study has been 
approved by the Research and Development Review Committee and the Paediatric 
Research Ethics Committee of the Trust. A summary of the findings will be
available to you after it has been completed.
At any stage you are free to choose not to participate.
If you are willing to take part, please sign the consent form below, and return it to me. I 
will then arrange to see you at a convenient time. If you have any queries or would like 
more information, please contact me at the above address.
Thank you.
Yours sincerely,
Anthony L. Schwartz,
Chartered Clinical Psychologist.
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CLINICAL PSYCHOLOGY
PAEDIATRIC LIAISON
PROFESSIONAL PARTICIPANTS CONSENT FORM
Treatment Concerns and Sticking to Treatment in Chronic Illness
I give permission for myself........................................................
to be included in the research study. The purpose of exploring concerns about 
treatment has been explained to me by Anthony Schwartz, Clinical Psychologist. I have 
read and understood the nature of the study as described above. I agree to participate 
in this study of factors that might affect treatment and control in kidney disease.
I understand that my participation in the study is entirely voluntary on my part and that I 
have the right to withdraw at any time without stating a reason. I have also read the 
explanatory document for participants for this study and I have the right to request 
further information from the principal researcher..
Signed: Date:
APPENDIX 4
MEASURES COMPLETED BY PARTICIPANTS
THE MEASURE OF ADHERENCE
SUBJECTIVE RATING OF ADHERENCE (Young Person)
"I would like you to think about how much you have followed the treatment plan for your 
kidney problem. This means how well you have kept to the food and liquid you are 
allowed, taken medication as prescribed, and/or had your dialysis regularly without 
problems. If you have not had any difficulties with these things, you can score 10 out of 
10. If you have not kept to any of these at all, you score 1 out of 10. You can decide on 
your own score between 1 and 10" :
1 2 3 4 5 6 7 8 9 10
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THE MEASURE OF ADHERENCE
SUBJECTIVE RATING OF ADHERENCE (Parents)
"I would like you to think about how much your child has followed the treatment plan for 
his/her kidney problem. This means how well he/she has kept to the food and liquid 
intake allowed, taken medication as prescribed, and/or had dialysis regularly without 
problems. If he/she has not had any difficulties with these things, score 10 out of 10. If 
he/she has not kept to any of these at all, score 1 out of 10. You can decide on a score 
between 1 and 10"
1 2 3 4 5 6 7 8 9 10
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THE MEASURE OF ADHERENCE
SUBJECTIVE RATING OF ADHERENCE (Professional)
"I would like you to think about how much your patient has followed the treatment plan 
for his/her kidney problem. This means how well he/she has kept to the food and liquid 
intake allowed, taken medication as prescribed, and/or had dialysis regularly without 
problems. If he/she has not had any difficulties with these things, score 10 out of 10. If 
he/she has not kept to any of these at all, score 1 out of 10. You can decide on a score 
between 1 and 10"
1 2 3 4 5 6 7 8 9 10
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FAMILY ENVIRONMENT SCALE
WORK ENVIRONMENT SCALE
PIERS-HARRIS SELF-CONCEPT SCALE
THE PIERS - HARRIS 
CHILDREN’S SELF CONCEPT SCALE
i
(The Way I  Feel About Myself)
by
ELLEN  V . PIERS, Ph.D. 
and
D A LE B. HA R R IS , Ph.D.
Published by 
Counselor Recordings and Tests
BOX 6184 A C K LE N  STATION N A S H V ILLE , TENNESSEE 372.
THE WAY I FEEL ABOUT MYSELF
N A M E.................................................................................
A G E...........................................................  GIRL OR BOY
GRADE .... ........................................  SCHOOL 
DATE..................................................................................
©Ellen V. Piers and Dale B. Harris, 1969
Here are a set o f statements. Some of them are true of you and so you w ill
circle the yes. Some are not true of you and so you will circle the no.
Answer every question even if some are hard to decide, but do not circle 
both yes and no. Remember, circle the yes if the statement is generally 
like you, or c irc le  the no if the statement is generally not like you. There are 
no right or wrong answers. Only you can te ll us how you feel about yourself, 
so we hope you w ill mark the way you really feel inside.
1. My classm ates make fun of me....................................... ............. yes no
2. I am a happy person......................................................................... V68 n0
3. It is hard fo r me to make friends..................................................... yes n0
4. I am often sad.................................................................................... yes no
5. I am sm a rt yes no
6. I am s h y ..............................................................................................yes no
7. I get nervous when the teacher calls on m e  yes no
8. My looks bother m e  yes n0
9. When I grow up, I w ill be an im portant person yes no
10. I get w orried when we have tests in school..................................yes no
11. I am unpopular.................................................................................. yes no
12. lam  well behaved in school.............................................................yes no
13. It is usually my fault when something goes w rong.......................yes no
14. I cause trouble to my fam ily.......................................................  • • yes n0
15. I am s tro n g ........................................................................................yes no
16. I have good id e a s ............................................................................. yes no
17. I am an im portant member of my fa m ily ....................................... yes no
18. I usually want my own way............................................................. yes no
19. I am good at making things with my hands..................................yes no
20. I give up e as ily ...................................................................................yes no
1
21. I am good in my school w o rk .................
.............. yee no
...............yee& no
22. I do many bad th in g s ..........................
...............yes*, no
23.
.............. yea* no
24. I am good in m usic..........................
25. I behave badly at hom e..................................................
.............yes: no
26. I am slow in finishing my school work..........................
...............yes» no .
27. I am an important member o f my c lass........
........... yes no
......... yes no
28.
......... yes no
29. I have pretty eyes............. ............................. .
30. I can give a good report in fron t of the class ..
___yes no
....... yes no
31. In school I am a dreamer.................
32. I pick on my brother(s) and s is te r(s ).........
. . . . .y e s  no
....... yes no
33. My friends like my ideas.......................................
....... yes no
34. I often get into trouble..................................
. . . yes no
35. I am obedient at home..................................
...y e s  no
36.
......... yes no
37.
....... yes no
......... yes no
3 8 . My parents expect too much of m e ...........................
3 9 . I like being the way I a m .........................................
....... yes no
40. I feel le ft out of th in g s ................................
341.
42. I often volunteer in school.................................................
1 IV
no
43.
...........yes noI wish I were .............................................................
no
44.
...........yes no
45.
46. I am among the last to be chosen for games...................
no
no
47. I am sick a ioi - .......... ........................
48. I am often mean to other people........................................
no
49. My classmates in school think I have good ideas..........
no
...........yes no50. I am unnappy...................................................
51.
...........yes noI have many m e n u s ..................................................
...........yes no
52.
53.
I am cneerrui
I am dumb about most th ings............................................ ...........yes no
no
54.
...........yes no55.
56.
noI get into a lot ot ...............................................................
57. ...........yes
noI am popular wnn ...................................................
...........yes no
58.
59. My family is disappointed in m e......................................
...........yes no
60. I have a pleasant fa c e .................................... ............ • • •
...........yes no
461. When I try to make something, everything seems to go w rong. yes no
62. I am picked on at hom e................................................................... yes n0
63. I am a leader in games and sp o rts .....................................
64. I am clumsy.................................................................................
65. In games and sports, I watch Instead of p la y ........................
66. I forget what I learn....................................................................
67. I am easy to get along w ith .......................................................
68. I lose my temper easily .............................................................
69. I am popular with g ir ls .................. ...........................................
70. I am a good reade r....................................................................
71. I would rather work alone than with a g rou p ..........................
72. I like my brother (s is te r)........................... .......... ...................
73. I have a good figure  ...............................................................
74. I a m  often afraid—  ................................................................
75. I am always dropping or breaking th ings ..........................
76. I can be tru s te d ................................. .......................................
77. I am different from other people..............................................
7 8 . i th ink bad thoughts   .............................................................
79. I cry easily..................................................................................
80. I am a good person ...........................................................
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
yes no
, yes no
.yes no
SEMANTIC DIFFERENTIAL GRID
TREATMENT
‘ISSUES’
SUPPLIED
CONSTRUCTS
10 9 8 7 6 5 4 3 2 1
Diet
difficult
Diet
Easy
Parents
worried
Parents
unconcerned
Fluid
difficult
Fluid
easy
Needles 
a worry
Needles 
no worry
Dialysis
upsetting
Dialysis
fine
Staff have 
no time
Staff have 
lots of time
Different from 
friends
Same as 
friends
No choices Many choices
Illness a 
"hassle"
Illness no 
"hassle"
Support
lacking
Support
Plentiful
Viewpoint not 
understood
Viewpoint is 
Understood
Self-evaluation Grid of Treatment Issues
The grid was given to the young person and the doctor, who were asked to rate the 
constructs on a 10 point scale. The enquiry was addressed in the form of a question 
(e.g., If I would ask how much of a problem this is for you, where along the line do you 
think you would be ?)
360
MULTI DIMENSIONAL HEALTH LOCUS OF CONTROL
RATED QUALITY OF RELATIONSHIP
How would you describe the relationship between you and your doctor ?
Very Well 
Really Well 
Quite Well 
Fairly Well 
Fine
All Right
363
INTELLECTUAL SCREENING
fllP^ S SHORT FORM
Test Items and Abbreviated Instructions
Administering the 
Training Items
For mo#! tubjcctii under ihe mg* of <;
U i«  piales A, D, C." <md D . Atlmini.tlHr as many (raining item 
SCrlv* *.« ncccssfiry (o tociin: fmiT Cunxrcxitivo 
curroci réponses.
For meet mbjecte aged 8 enri over:
l.sn plate» C, D, E and F. Administer es many training item
seriiiK an ncucessry to eeoorc four cousuvulivc
wurroni respond».
Practice Words and KeysIII In it ia lSeries F irs t Sevund T h ird  Alternative A lte rn a tive  A lte rn a tive  Series Series Series
A
0
dog (3) 
m*n (2)
beUy (2J 
cuin li (3j
bed (1) 
fork (4)
knife (4) ' 
m outh (1.1
■
C
O fw-tiig 131 
SllVfl |ZJ
drink (4) 
cat (i)
climb (2]
fry  (4J
walk |1)
craw l (3) • .
! 1 1 wheel (4) y.ip (Z)m opping ( l j  cycling |2 j rupc \ \ )  sawing (a) rake (:i) .mo w in*; (3)
iCnmuM# din,-.fn.'i>x are p v v n  in fori f * /  {h t Xtonmil I
Administering the 
Test Items
Highosi c aou.Mtcutivc 
,,1 ,rvLt response a.
Celling: l^wosi t> vum cru(ivi: 
(t!ii|)oiieii» COUIuir.ing t oners.
Starting Point: For a aiihjtict 
nsiunu i) in lv> of /verago 
ahiliiy, find the parson’s dgi: 
imlii.;itc(J in U r  maigin, and 
)"Wn iliv lest wills II»*'1
Plate
No. Word
C l D 1 bucket
2 ball
3 car
4 wooden
C H >5 camera
6 envelope
7 circle
0 furniture
9 nuatril
Çj/viT) 10 dangerous
H furious
12 athlete
V___ 13 artist
Q4 3 ) 14 weary
15 socket
1 0 antler
17 pulley
18 inflated
19 assisting
21) collision
2 1 floral
2 2 goblet
23 utensil
24 talon
25 confiding
2 fi inoculation
27 consuming
28 gable
29 apparition
30 emission
31 Ambulation
32 saltation
APPENDIX 5
SEMI-STRUCTURED INTERVIEWS
AREAS TO BE COVERED BY THE INTERVIEWS
GENERAL INFORMATION TO BE GATHERED INCLUDING DETAILS OF:
Family Composition and Ages 
Socio-economic Status 
History of Illness and Treatment
Adjustment to Treatment and Living with a Chronic Condition
THE PROFESSIONAL'S. YOUNG PERSON'S AND PARENTS VIEWS ABOUT:
General Feelings 
Hospitalisation and Treatment 
Professional Challenges 
Adherence
Understanding of Resistance 
Relationship Dimensions 
Social Support
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INTERVIEW STRUCTURE FOR THE YOUNG PERSON
THE CHILDREN'S OR YOUNG PEOPLE'S VIEWS
INTRODUCTION:
"Children and young people who come into hospital have different ideas, thoughts and 
feelings about treatment. I am interested to find out more about what they think are the 
hard parts, and the easy bits, and what sorts of things can make them feel happy, sad, 
worried, excited or not bothered. I am also curious about what they think other people 
who know them would say, if I were to ask them. I would like you to tell me about what it 
has been like for you, to have treatment here, what are the difficult parts, what makes 
you feel O.K. and what makes you feel upset or angry".
THEME 1 : GENERAL FEELINGS
What is the feeling you reckon is shared by most of the young people of about your age? 
THEME 2: HOSPITALISATION AND TREATMENT
What is the aspect of hospitalisation and treatment you consider is most difficult for 
young people like yourself? What is most difficult for their parents?
What is the aspect of hospitalisation and treatment you consider is the least difficult for 
young people like yourself? What is least difficult for the parents?
THEME 3: PROFESSIONAL CHALLENGES
What presents the greatest challenge for professional staff?
What is the most difficult for professional staff?
THEME 4: ADHERENCE
What, in your experience are the sorts of problems you have around sticking with 
treatment, diet and fluid limits?
Who deals with problems when there are difficulties in this area?
What aspects of this is left to the nurses? What is left to the doctors?
For what aspects do you rely on your parents?
THEME 5: UNDERSTANDING OF RESISTANCE
When you consider issues around problems in sticking with treatment, diet and fluid 
limits : What do you think are the underiying reasons why some young people dig their 
heels in or accept treatment?
THEME 6: RELATIONSHIP DIMENSIONS
How would you describe the relationship between you and your health professional? Do 
you think the professional - patient relationship affects sticking with the treatment?
THEME 7: SOCIAL SUPPORT
Is there anyone in particular you confide in or talk to about yourself or your problems?
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INTERVIEW STRUCTURE FOR PARENTS
THE PARENTS VIEWS
INTERVIEW ON CHRONIC ILLNESS AND TREATMENT 
INTRODUCTION:
"Children come in all shapes and sizes; they have powerful underlying thoughts and 
beliefs regarding illness and treatment. I would like to use some questions as a starting 
point for my enquiry concerning treatment, regimens and adherence. I hope that this will 
lead to understanding some reasons why children's responses to treatment protocols 
vary, as well as gain insight into parent-child-staff interaction. When you consider the 
young people being treated in your department and think about the responses to 
treatment, tell me":
THEME 1: GENERAL FEELINGS
What is the feeling your child has about kidney disease and its treatment?
THEME 2: HOSPITALISATION AND TREATMENT
What is the aspect of hospitalisation and treatment you consider is most difficult for your 
child?
What is most difficult for you?
What is the aspect of hospitalisation and treatment you consider is the least difficult for 
patients?
What is least difficult for you?
THEME 3: PROFESSIONAL CHALLENGES
What presents the greatest challenge for the professional staff?
What is the most difficult for professional staff?
THEME 4: ADHERENCE
What, in your experience are the sorts of problems your child has around treatment 
adherence?
Who deals with problems around resistance to treatment?
What aspects of resistance are left to the nurses? What is left to the doctors?
For what aspects do are you being relied upon?
THEME 5: UNDERSTANDING OF RESISTANCE
When you consider issues around resistance to treatment regimes:
What do you think are the underlying reasons why some young people dig their heels in 
or accept treatment?
THEME 6: RELATIONSHIP DIMENSIONS
How would you describe the relationship between you and your health professional? Do 
you think the professional - patient relationship affects adherence? Does your child talk 
to or confide in anyone in particular?
FURTHER: EXPLORATION OF...
Family Composition and Ages, Socio-economic Status, History of Illness and Treatment, 
Adjustment to Treatment and Living with a Chronic Condition
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INTERVIEW STRUCTURE FOR PROFESSIONAL STAFF
PROFESSIONAL OPINIONS AND VIEWS
INTERVIEW ON CHRONIC ILLNESS AND TREATMENT
INTRODUCTION:
"Children come in all shapes and sizes; they have powerful underlying 
thoughts and beliefs regarding illness and treatment. I would like to use some 
questions as a starting point for my enquiry concerning treatment, regimes 
and management. I hope that this will lead to understanding some reasons 
why children's responses to treatment protocols vary, as well as gain insight 
into parent-child-staff interaction. When you consider the young people being 
treated in your department and think about the responses to treatment, tell 
me...":
THEME 1 : GENERAL FEELINGS
What is the feeling you reckon is shared by most of the patients?
THEME 2: HOSPITALISATION AND TREATMENT
What is the aspect of hospitalisation and treatment you consider is most difficult for 
patients?
What is most difficult for the parents?
What is the aspect of hospitalisation and treatment you consider is the least difficult for 
patients?
What is least difficult for the parents?
THEME 3: PROFESSIONAL CHALLENGES
What presents the greatest challenge for professional staff?
What is the most difficult for professional staff?
THEME 4: ADHERENCE
Whatin your experience are the sorts of problems your patients have around treatment 
adherence?
Who deals with problems around resistance to treatment?
What aspects of resistance are left to the nurses? What is left to the doctors?
For what aspects do you rely on the parents?
THEME 5: UNDERSTANDING OF RESISTANCE
When you consider issues around resistance to treatment regimes:
What do you think are the underiying reasons why some young people dig their heels in 
or accept treatment?
THEME 6: RELATIONSHIP DIMENSIONS
How would you describe the relationship between you and your patient? Do you think 
the professional - patient relationship affects adherence?
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APPENDIX 6
EXAMPLE OF ANALYSIS UNDERTAKEN
Multiple Regression Analysis.
Variables Entered:
Young Person’s Subjective Rating of Adherence (SUBJECT)
Distance between Young Person’s and Doctor’s Perceptions (DISTANCE) 
Doctor’s Subjective Rating of Adherence (DOCTOR)
Work Environment Subscale of Staff Support (STAFFSUP)
Family Rarely Expresses Anger : Questionnaire Item (C 13)
Parent’s Subjective Rating of Adherence (PARENT)
Locus of Control Chance Scale (CHANCE)
Model Summary,'b
Model
Variables
R R Square
Adjusted 
R Square
Std. Error 
of the 
EstimateEntered Removed
1 SUBJECT,
DISTANCE,
DOCTOR,
INTERNAL,
STAFFSUP,
C13,
PARENT. . 
CHANCE’
.912 .833 .641 .3069
a- Dependent Variable: OUTCOMEO 
b Method: Enter
c- Independent Variables: (Constant), SUBJECT, DISTANCE, DOCTOR, 
INTERNAL, STAFFSUP, C13, PARENT, CHANCE
d. All requested variables entered.
Coefficient#
Model
Unstandardized
Coefficients
Standar
dized
Coefficie
nts
t Sifl.B Std. Error Beta
1 (Constant) -2.578 1.805 -1.429 .196
CHANCE 2.8E-02 .024 .446 1.150 .288
DISTANCE -7.4E-03 .003 -.414 -2.497 .041
C13 -1.046 .305 -1.046 -3.430 .011
INTERNAL 1.6E-02 .017 .178 .964 .367
DOCTOR -9.8E-02 .052 -.424 -1.875 .103
PARENT .439 .138 .841 3.192 .015
STAFFSUP 3.7E-02 .024 .486 1.533 .169
SUBJECT -4.9E-02 .087 -.184 -.563 .591
a- Dependent Variable: OUTCOMEO
ANOVÂ*
Model
Sum of 
Squares df
Mean
Square F Siq.
1 Regression 3.278 8 .410 4.351 .034b
Residual .659 7 9.4E-02
Total 3.938 15
a- Dependent Variable: OUTCOMEO
b- Independent Variables: (Constant), SUBJECT, DISTANCE, DOCTOR, 
INTERNAL, STAFFSUP, C13, PARENT, CHANCE
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